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Music therapy clinical decision-making for individual parent-dyads has been 
guided by clinical reflections and program descriptions.  Some research in clinical 
decision-making has been conducted, albeit not focused on the early childhood 
population.  A growing number of board-certified music therapists offer a quasi-
manualized program, Music Together Within Therapy, as an intervention option for their 
early childhood music therapy work. This study asks the question: What are the clinical 
decision-making processes music therapists undergo when working with parent-child 
dyads in a single individual music therapy session?  Music therapists engage in a series 
of decision-making processes throughout the course of therapy.  This  study concerns 
only those processes that lead to clinical decisions that occur during the course of one 
session.   
To address the possible influences of education, training, and theoretical 
orientation on clinical decision-making for MTWT providers, one sub-question is:  What 
role, if any, does the Music Together training and philosophy have in the music 
therapist’s process of decision-making that occurs during the course of one session?  To 
address the clinician’s attention to parent training (an integral component of supporting 
child development) within their clinical decision-making process, the second sub-
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question is:  How do music therapists who use MTWT incorporate parent training into 
their clinical decision-making process when they work with parent-child dyads? 
Music therapists who work with individual parent-child dyads using Music 
Together Within Therapy (MTWT) make clinical decisions based upon a set of driving 
forces: experiencing beauty, creating a musical container, providing opportunities for 
growth, and providing opportunities for relating. These driving forces and accompanying 
14 belief statements regarding decision-making and the impact of the Music Together 
philosophy on music therapists’ clinical work were uncovered using an exploratory 
sequential mixed methods research design.  Constructivist grounded theory method of the 
QUAL analysis of interview data (N = 3) framed the qualitative analysis; descriptive 
statistics evaluated the level of agreement among a larger body of music therapists who 
provide MTWT (N = 22).  Respondents to the survey endorsed statements related to the 
MTWT program’s ability to support clinical decision-making: sufficient material for 
creating interventions, supporting dyad and individual, matching therapist’s clinical 
decision-making, facilitating collaboration between adults, and promoting dyad relation. 
A comparison of a larger body of MTWT providers situates the responses to the survey 
and provides context for the demographic assumptions. 
Based on the findings, a clinical decision-making framework is offered as a way 
to conceptualize music therapists’ decision-making processes when using the MTWT 
program.  Music therapists’ approaches to songs and use of musical constructions in the 
service of supporting relationship development feature prominently in their decision-
making. Approaches to songs via the MTWT Five Levels of Music appear to be situated 
within an articulated goal of empowering families, supported by the implementation of 
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the (often tacit) manipulation of the elements of music (melody, harmony, rhythm, and 
timbre) to meet clinical aims based upon recognition of the driving forces.  
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CHAPTER 1:  INTRODUCTION 
1.1.  Overview 
Music therapy research addressing the needs of parent-child dyads currently 
suffers from a dearth of attention to clinical decision-making and previously has not fully 
integrated systems theory in relation to the clinical decision-making process.  To define 
the problem and introduce the study, this chapter will outline the study’s purpose and 
briefly cover the main elements of related domains of knowledge.  
1.2.  Statement of Purpose 
This study explores the intersection between music therapy with parent-child 
dyads and the application of a family-based music program, Music Together Within 
Therapy (MTWT).  The specific objective is to identify factors in clinical decision-
making that are important to music therapists who are MTWT providers.  Using an 
exploratory sequential mixed methods research design, the study describes the clinical 
decision-making process of music therapists working with a single parent-child dyad 
during the course of a single therapy session.  Salient features from the music therapists’ 
clinical decision-making process were incorporated into a survey instrument that queried 
the clinical decision-making processes of a larger number of MTWT providers 
(specifically, board-certified music therapists).  By engaging a smaller number of MTWT 
providers in a dialogue about their work, a dialogue that utilized grounded theory 
research methodology, and essential themes, areas in need of further investigation around 
clinical decision-making for individual music therapy with parents and children were 
revealed.  Surveying the larger body of MTWT providers based upon the themes revealed 
by the exploratory phase of the research reveals some common beliefs or approaches to 
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clinical decision-making with parent-child dyads.  While there may be implications for 
policy improvement and shaping of evidence-based practice in music therapy with 
parent-child dyads, the current study is limited by its scope of respondents, who are 
MTWT providers and may not be applicable to the larger population of music therapists 
who work with this population.   
The literature that provides a framework for this study comes from general 
systems theory with an emphasis on family therapy systems theory, and music therapy 
with parents and children.  The following discussion includes family therapy systems 
theory because of the emphasis on the dyadic or family unit as the focus of therapeutic 
attention.  This is consistent with the approach taken by Music Together Worldwide in 
the design of early childhood music curricula, including MTWT.  Because this study 
concerns parents and children, attachment theory as presented in the music therapy 
literature is covered as well.  Literature on music therapy programs for young children 
and families is described.  Clinical decision-making, the primary phenomenon under 
investigation in this study, is defined and discussed.  This introduction covers each topic 
briefly to establish a rationale for the study.  An in-depth discussion that integrates the 
literature from these areas occurs in Chapter 2.    
1.3.  Statement of Problem 
Clinical decision-making in individual music therapy with parent-child dyads 
(IMTPCD) is an area in music therapy research that is currently not well articulated.  
Early childhood music therapy literature addresses family-centered care (including 
parents/caregivers in all aspects of treatment for their family) (Abad & Edwards, 2004; 
Baron, 2017; Jacquet, 2011; Leeuwenburgh, 2000; Loveszy, 2006; Nicholson, 
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Berthelsen, Abad, Williams, & Bradley, 2008; Oldfield, 2008; Pasiali, 2012a; Shoemark 
& Dearn, 2008).  Research on music therapy that reflects a general systems approach 
(Davey, Davey, Tubbs, Savla, & Anderson, 2012; Watzlawick, Weakland, & Fisch, 
2011) in the United States, particularly for IMTPCD, has emerged (Jacobsen & 
Thompson, 2017; Yang, 2016) encouraging clinicians to view their work with parent-
child dyads through a systems-oriented lens.  In addition, the extant research on clinical 
decision-making does not include research that elucidates decision-making processes of 
music therapists working with individual parent-child dyads.  Yet, Amir (1999) and Bae 
(2011) discuss models for clinical decision-making in music therapy that provide a 
context from which this discussion can begin and will be discussed in the literature 
review.  Finally, within the community of MTWT providers, a clinical decision-making 
protocol does not yet exist.  This study may provide some direction in the development of 
a clinical decision-making protocol. 
1.4.  Statement of Rationale 
Discussion of clinical decision-making with parent-child dyads in individual 
music therapy has taken place either through clinical reflection or empirical studies. 
Clinical reflection in music therapy (Baron, 2017; Oldfield, 2006a, 2006b, 2008) 
provides one body of knowledge of clinical expertise, but this may not suffice without 
unearthing in more detail the processes that contribute to the moment-by-moment 
decisions undertaken by music therapists who work with parent-child dyads. The 
outcomes of empirical studies (Loveszy, 2006; Oldfield, Bell, & Pool, 2012; Pasiali, 
2012b, 2013; Yang, 2016) provide some understanding of an individual clinician’s 
thinking that frames the importance of early childhood music therapy with parent-child 
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dyads in the improved functioning of the child, parent, and dyad.  However, these 
discussions lack endorsement from a larger body of practitioners who share similar 
knowledge relevant to working musically with parent-child dyads.  
This study brings forward the specific knowledge held by MTWT providers who 
work with individual parent-child dyads, in order to uncover their decision-making 
processes and the underlying beliefs that drive their decisions in an exploratory-
sequential mixed methods research design.  Decision-making processes, and the 
underlying beliefs, were uncovered during the qualitative strand.  The belief statements 
comprise much of the survey created in the interim phase.  A survey of the larger 
community of MTWT providers revealed an endorsement of the beliefs that had been 
determined in the first phase.   
Uncovering music therapists’ decision-making process is vital for the eventual 
creation of an indigenous music therapy theory for working individually with parent-
child dyads.  While this study is, in part, situated within knowledge held by the Music 
Together approach to working with groups of parent-child dyads, new knowledge may 
propel attention to the clinical decision-making processes of music therapists who work 
with individual parent-child dyads.   
1.5.  Brief Review of the Literature 
1.5.1.  Clinical Decision-Making 
There is no definition of clinical decision-making that takes into account the 
combined concerns of a parent-child dyad in an individual music therapy session.  For the 
purpose of this discussion, clinical decision-making is defined as the complex and multi-
faceted processes by which a therapist chooses what to do in the course of therapy to 
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achieve the treatment goals.  This definition is informed by the definition offered by 
Bhugra, Easter, Mallaris, & Gupta (2011) and Banning (2008).  Clinical decision-making 
can be understood to be the totality of decisions made by the therapist inclusive of 
assessment, treatment, and termination of services. However, the application of clinical 
decision-making under consideration in this study is limited to the in-the-moment 
decisions made by the music therapist during the course of a session.  There is a 
substantial body of literature concerning clinical decision-making in psychology (Evans 
& Over, 1996; Kellogg, 2012; Payne, Bettman, & Johnson, 1993), psychiatry (Bhugra et 
al., 2011), nursing (Banning, 2008), and family therapy (Hertlein & Killmer, 2004; 
Kessler, Nelson, Jurich, & White, 2004).  The research covers a variety of factors 
involved in clinical research, including: (a) a survey of factors that contribute to decision-
making (Bhugra et al., 2011; Kessler et al., 2004); (b) a framework for clinical decision-
making within a specific discipline for a pre-determined clinical population (Hertlein & 
Killmer, 2004); and (c) an overview of general strategies taken by practitioners that fit 
within particular paradigmatic criteria (Banning, 2008).  The literature in psychology 
(Evans & Over, 1996; Kellogg, 2012; Payne et al., 1993) provides a starting point for 
consideration for the inquiry in clinical decision-making in music therapy and will be 
discussed further in Chapter 2.   
In contrast, the literature on clinical decision-making in music therapy is limited.  
One exception to this scarcity, Amir (1999), studied in-the-moment decision-making 
processes of music therapists when they use musical and verbal interventions in therapy.  
Amir (1999) found that, in addition to the therapist’s theoretical orientation, perceptions, 
and meanings attached to music and words, the training a music therapist had outside of 
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music therapy (e.g., verbal psychotherapy) was a factor in the therapist’s clinical 
decision-making process. In a similar fashion, Bae (2011) examined music therapists’ 
decision-making processes in clinical music listening. According to Bae (2011), clinical 
decision-making in music therapy interventions that consist of music listening is related 
to the therapist’s clinical approach, training, personal history, and musical and therapeutic 
skills. In the early childhood music therapy literature, Oldfield (2006a, 2006b), Loveszy 
(2006), and Pasiali (2010, 2012b, 2013) describe their decision-making process for 
IMTPCD that occur over weeks or months.   
1.5.1.1.  Music therapy and the role of the therapist.  The role of the therapist 
in music therapy has been discussed by several authors.  This discussion often takes the 
form of narratives written by clinicians reflecting on their practice (Drake, 2011; 
Oldfield, 2006a, 2006b; Pavlicevic, 1999).  These accounts provide a context from which 
the importance of this study can be understood.  By and large, the authors discuss the 
course of therapy with a variety of parent-child dyads, including descriptions of the music 
therapy interventions chosen to help each dyad meet their therapeutic goals (in the 
writings by the above authors, the child is the identified client).  While not explicitly 
stated, reflections by music therapists on their clinical work also contain elements of the 
therapists’ clinical decision-making processes.  It may be that clinical reflections provide 
clues to the elements of the experience of being a music therapist which, in turn, might 
provide some understanding of the clinician’s in-the-moment choices of interventions 
during individual music therapy with a parent-child dyad (IMTPCD). 
Sears (2007) addressed the centrality of relationship as an agent of change in 
music therapy in a way that is congruent with family systems theory.  For Sears, the 
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music therapist is responsible for making choices about everything related to treatment:  
the physical environment, the musical environment, and the choice of areas to address at 
any particular moment:   
Because a therapist is a common factor in most therapeutic situations, his 
adequacy as a therapist in the broad sense is, of course, related to successful 
therapy.  The intent here, however is to help him be more proficient as a music 
therapist by giving him a better theoretical understanding of the function of music 
in therapy.  Furthermore, this discussion of the processes in music therapy does 
not intend to tell the music therapist what to do.  “What to do” is left to the 
therapist and should be based in his understanding of the theory and practice 
necessary to achieve the goals of treatment.  (Sears, 2007, Kindle Location, 334) 
The desired end result of the music therapist’s choices is a change to the 
underlying (dysfunctional) system—second-order change.  Sears’s (2007) Processes in 
Music Therapy seeks to elucidate the pathways of intentional choice and inherent 
qualities of music therapy that, when utilized skillfully, could lead to second-order 
change.  Second-order change is a term found in family systems therapy literature that 
refers to a change to the underlying causes of relational dysfunction to healthier ways of 
relating and communicating (Davey et al., 2012; Watzlawick, Weakland, & Fisch., 1976).  
Sears called for the therapist to understand both the theory and the practice that grounds 
their clinical decisions.   
1.5.1.2.  Family therapy and the role of the therapist.  Sears’s (2007) 
discussion on the classification of music processes as being an experience within 
structure parallels family therapy literature with respect to the centrality of the therapist 
in the therapeutic relationship.  In the family therapy literature, attention has been paid to 
a similar construct through Aponte’s (1994) discussion of the person-of-the-therapist.  
The links between the centrality of the music therapist to the therapeutic relationship 
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(Sears, 2007) and the concept of the person-of-the-therapist provide additional rationale 
for this study in clinical decision-making.  It may be that the therapist’s style of 
attachment (both historical and present day) affects her or his ability to make clinical 
decisions during IMTPCD.  Furthermore, following Sears’s conceptualization of the 
processes as a “trinity of you, what you do and how you go about it, and your relation to 
others or the environment” within a context of time (2007, Kindle Location 744), it may 
be crucial for music therapists to consider the role of the therapist’s historical 
relationships as having an impact on current clinical decisions.  Aponte’s discussion of 
the importance of the person-of-the-therapist may provide yet another link to a deeper 
understanding of music therapists’ clinical decision-making.   
1.5.2.  Music Therapy 
The literature on early childhood music therapy encompasses group and 
individual music therapy services for parent-child dyads.  The areas of clinical practice 
that are of interest to this study include:  (a) the centrality of music in the relationship 
between parent and child; (b) the role of music in early childhood development; and (c) 
the role of music therapy in repairing disrupted parent-child relationships.  This section 
introduces research on the relevant themes in the areas of clinical practice as described in 
group or individual music therapy for parent-child dyads (IMTPCD) and provides 
detailed rationale for their inclusion in Chapter 2.   
1.5.2.1.  Centrality of music in the relationship between parent and child.  
Music therapy with parent-child dyads addresses concerns related to the well-being of the 
parent-child relationship (Loveszy, 2006; Oldfield, 2006a, 2006b; Pasiali, 2010, 2012b, 
2013; Yang, 2016).  At times the child is the identified client (Oldfield, 2006a, 2006b; 
  9 
 
Yang, 2016); at other times the parent’s well-being is of greater concern (Loveszy, 2006; 
Pasiali, 2010, 2012b, 2013).  What follows is a brief review of the research in music 
therapy with individual parent-child dyads that most closely approaches the research 
question by revealing the therapist’s clinical reflections.   
The parent-child relationship develops through musical (Malloch, 1999) and 
reciprocal processes of attachment and bonding (Bowlby, 1988; Mooney, 2010).  
Research on early childhood music development suggests that the parent-child dyad is 
primed to engage in musical ways of relating and communicating (H. Papoušek, 1996; M. 
Papoušek, 1996; Trehub, 2010).  The capacities for these inherently musical forms of 
engagement have been studied by music therapists (Courtnage, 2000; Cunningham, 2011; 
Levinge, 2011; Malloch, Shoemark, Črnčec, Newnham, & Paul, 2012).  Early childhood 
music therapy programs have been developed to assist parents and children to provide 
opportunities to develop or improve their relationship in musical ways (Abad & 
Williams, 2007; Blank, 2013; Blank & Guerriero, 2011; Friedman, Kaplan, Rosenthal, & 
Console, 2010; Guilmartin & Levinowitz, 2003; Nicholson et al., 2008; Nicholson, 
Berthelsen, Williams, & Abad, 2010; Schwartz & Pizzi, 2013).  Music therapists work 
with individual parent-child dyads to address a variety of needs, including the acute 
medical setting (Baron, 2017), mothers in substance abuse recovery (Loveszy, 2006), 
families with children who have developmental concerns (Oldfield, 2006a, 2006b, 2008; 
Oldfield et al., 2012; Yang, 2016), and parent-child dyads who experienced domestic 
violence (Pasiali, 2012b, Pasiali, 2013),   
Additional linkages to family therapy theory (including systems theory) may 
deepen the knowledge base for music therapists as they engage in a process of clinical 
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decision-making.  By considering the role of clinical decision-making in individual music 
therapy with the parent-child dyad for music therapists utilizing MTWT through an 
exploratory sequential mixed methods research design, themes in moment-to-moment 
decision-making processes are uncovered. 
1.5.2.2.  Music in early childhood development.  Guilmartin and Levinowitz 
(2003, 2009) maintain the position that all children are musical and can achieve basic 
music competence (the ability to sing in tune and move with accurate rhythm) with the 
support of their families or caring adults free from a performance-focused approach to 
learning.  Experiences of music presented in developmentally appropriate ways have 
been found to have a positive effect on children’s development (Guilmartin & 
Levinowitz, 2003, 2009; Nicholson et al., 2008; Standley, Walworth, & Nguyen, 2009).  
Nicholson and colleagues (2008) reported that families who participated in early 
childhood music groups facilitated by music therapists experienced gains in child 
development and parenting skills.  Standley, Walworth, and Nguyen (2009) reported that 
a small inclusive group of toddlers who attended between four and seven early childhood 
music therapy groups experienced increases in developmental skills in communication, 
cognitive, social, motor, and music skills.   
1.5.2.3.  Attachment in music therapy.  Attachment theory is the basis for much 
of family therapy theory (Bowen, 1996, 2004; Bowlby, 1977, 1988; Mooney, 2010, Satir, 
1967; Satir, Stachowiak, & Taschman, 1975).  However, attachment is also understood to 
be an ongoing process of relating that extends beyond the parent-child relationship and 
into most relationships, including the therapeutic relationship.  In the music therapy 
literature, Edwards (2011b) summarized the literature regarding musical behaviors in 
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infants and adults and contextualized them within the parent-child relationship.  These 
musical ways of being that are inherent in infants and adults lay the foundation for 
“musical parenting,” an approach to parenting in which the members of the dyad 
constantly adjust the timbre, melodic contour, rhythm, tempo, and intensity of their 
interactions (both vocal and non-vocal) in an attempt to establish, maintain, and deepen 
the communication between them (Edwards, 2011b).   
1.5.2.4.  Music therapy to repair disrupted parent-child relationships.  Music 
therapy researchers have studied the importance of music and musical ways of relating 
and communicating in the development of parent-child attachment (Edwards, 2011a, 
2011b; de l’Etoile, 2006; de L’Etoile & Leider, 2011; Loewy, 2000; Shoemark & 
Grocke, 2010).  Music therapists have also studied the role of music therapy in 
supporting parent-child relationships that have been disrupted by mental health concerns 
experienced by the parent or adult caregiver (Loveszy, 2006; Pasiali, 2010, 2012b).  
Oldfield described her interactive music therapy approach to working with parent-child 
dyads in a child development center (2006a) and in child and family psychiatry (2006b).  
Drake (2011) described the changes in a disordered parent-child relationship by narrating 
the musical interplay that occurs between parent and child.  Pasiali (2010, 2012b) 
investigated the role of music therapy in parent-child dyads with mothers who were 
depressed.  Loveszy (2006) described change in mothers’ improved insight with respect 
to their substance abuse history as related to changes in their approach to parenting.  
Yang (2016) investigated the role of a parent-implemented home program within the 
context of music therapy treatment for young children.  Friedman, Kaplan, Rosenthal, 
and Console (2010) and Blank and Guerriero (2011) described music therapy programs 
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designed to improve parenting skills.  Studies conducted by Abad and Edwards (2004), 
Abad and Williams (2007), Nicholson, Berthelsen, Abad, Williams, and Bradley (2008), 
and Nicholson, Berthelsen, Williams, and Abad (2010) suggest that experiences of music, 
when offered for periods of time ranging from two to three months, lead to positive 
outcomes for the parent-child relationship.   
 
1.5.3.  Music Together Within Therapy (MTWT)   
Music Together is an approach to music and movement that pioneered the concept 
of a research-based, developmentally appropriate early childhood music curriculum that 
strongly emphasizes and facilitates adult involvement (Music Together LLC, 2017a).  
Music Together’s approach values parent education; parent training is referred to as 
“Parent Education Moments.”  To that end, all Music Together offerings are designed to 
support parents by giving providers materials that can be used to teach parents how to 
support their child’s development (through music) at home.  This parallels the Division of 
Early Childhood’s (2014) statement that parent training and coaching is an integral part 
of early intervention.  While the specific content of the parent training is not under 
investigation in this study, it may be that MTWT providers operate under a set of 
unexplored assumptions about parent training.  A full description of Music Together’s 
philosophy will take place in Chapter 2; what follows here is a description of MTWT, a 
licensed program available to allied health professionals through Music Together 
Worldwide. 
MTWT providers are given full autonomy over which Music Together song 
collections (nine full collections and three shorter collections) they choose to use with a 
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client and for how long (months, years, etc.).  Clinicians are guided by the terms of the 
trademark license agreement to consult with their professions’ standards of practice with 
respect to length of session, duration of treatment, treatment interventions, and whether to 
include other adults in the child’s life in the therapy session (licensing guidelines can be 
obtained by request to Music Together Worldwide Licensing Department).  Further, the 
MTWT provider is given full autonomy over the kind of client she or he chooses to 
utilize the MTWT materials with:  this makes it possible for the clinician to choose 
whether the MTWT materials are a good “fit” for the client, rather than relying on 
categorical characteristics such as age range or diagnosis.  The musical instruments used, 
the choice of songs to use within therapy, and how the clinician chooses to manipulate 
the elements of music (i.e., tempo, loudness, word substitution) are also at the clinician’s 
discretion. 
Music Together Worldwide does not mandate how the materials provided to 
MTWT providers (i.e., slowed recordings, graphics, Homeplay pages) are to be used in 
their clinical practice.  MTWT providers are encouraged to seek guidance on 
incorporating music and experiences of music into their therapeutic interventions from 
their discipline’s literature, research, and their own clinical expertise.  The rationale for 
this is the following:  Music Together Worldwide provides a set of products to allied 
health professionals rather than dictating the course of therapy. However, Music Together 
Worldwide has established structures through which only qualified allied health 
professionals are eligible to apply to be MTWT providers.  This is accomplished by the 
requirement that all license applicants successfully pass the three-day training workshop 
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(which includes the ability to sing in tune and move with accurate rhythm) and be 
appropriately credentialed in their profession (Music Together Worldwide, 2017).   
The focus of this study is clinical decision-making processes employed by music 
therapists who provide MTWT and work with parent-child dyads in individual therapy.  
MTWT providers are encouraged via professional development opportunities to consider 
more deeply how they choose to involve parents and other adult caregivers in the ongoing 
therapeutic process.   
1.6.  Gap in the Literature 
The review of the literature thus far has outlined a rationale for including a study 
of family therapy theory (including attachment and systems theories) (Aponte, 1999; 
Bowen, 1996, 2004; Bowlby, 1977, 1988; Davey et al., 2012; Mooney, 2010, Satir, 1967; 
Satir et al., 1975), the role of music in the development of early parent-child relationships 
(Abad & Williams, 2007; Blank, 2013; Blank & Guerriero, 2011; Friedman, Kaplan, 
Rosenthal, & Console, 2010; Guilmartin & Levinowitz, 2003; Nicholson et al., 2008; 
Nicholson et al.,  2010; Schwartz & Pizzi, 2013), and research in music therapy with 
parent-child dyads in an attempt to answer questions regarding clinical decision-making 
in music therapy.  Early childhood music therapy appears to rely heavily on descriptions 
of clinical practice, but suffers from a dearth of inquiry into the processes of clinical 
decision-making.  Sears’s (2007) Processes in Music Therapy provides a framework 
upon which a theory of early childhood music therapy may be mapped.  Additionally, 
Amir (1999) and Bae (2011) provide models of music therapy clinical decision-making 
that served this inquiry.  Additional guidance regarding clinical decision-making can be 
found in Evans and Over (1996) and Payne et al. (1993).   
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Music therapy research does not adequately address clinical decision-making for 
music therapists who treat individual parent-child dyads.  This is troubling, since Sears 
(2007) stated that the music therapist is responsible for many of the decisions that occur 
within the therapy session.  Yet, while Sears placed the music therapist at the center of 
the responsibility for decision-making, he made it clear that his intention in the creation 
of the Processes in Music Therapy was not to prescribe what music therapists do in 
therapy—this was left to the therapist.  The choice of what to do in therapy, Sears 
concluded, would be guided by knowledge of theory and clinical expertise (2007).  This 
approach to clinician choice (decisions determined by the therapist’s knowledge of theory 
and clinical expertise) is similar to the approach MTWT providers use when utilizing the 
Music Together materials in IMTPCD.  Additionally, it is unclear how music therapists 
determine what type of change in the parent-dyad is superficial (first-order) or 
substantive (second-order) change, if music therapists differentiate between qualities of 
change, or even if this type of distinction is useful in the development of a description of 
clinical practice in IMTPCD.   
This research explores the notion that clinical decision-making in music therapy 
occurs within a framework that includes the clinician’s knowledge of theory and practice 
in early childhood music therapy, family therapy systems theory regarding first and 
second-order change, and parent-child attachment styles (including the clinician’s own 
style of attachment).  By systematically exploring research and literature in music 
therapy, family therapy, and systems theory, the following questions regarding clinical 
decision-making in music therapy have emerged.   
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1.7.  Research Questions 
This study asks the question: What are the clinical decision-making processes 
music therapists undergo when working with parent-child dyads in a single individual 
music therapy session?  Music therapists engage in a series of decision-making processes 
throughout the course of therapy.  This study concerns only those processes that lead to 
the in-the-moment clinical decisions that occur during the course of one session.   
There are two sub-questions based upon the literature review that this study may 
also help answer. The study participants were music therapists who offer MTWT.  
MTWT providers come from a variety of clinical approaches and influences (e.g., 
theoretical orientation, training, education level, etc.) and combine their expertise with 
the Music Together offerings in unique ways.  To address the possible influences of 
education, training, and theoretical orientation on clinical decision-making for MTWT 
providers, one sub-question is:  What role, if any, does the Music Together training and 
philosophy have in the music therapist’s process of decision-making that occurs during 
the course of one session?  To address the clinician’s attention to parent training (an 
integral component of supporting child development) within their clinical decision-
making process, the second sub-question is:  How do music therapists who use MTWT 
incorporate parent training into their clinical decision-making process when they work 
with parent-child dyads? 
1.8.  Statement of Design 
This study employed an exploratory sequential mixed methods research design.  
Mixed methods research provides the researcher the ability to identify many different 
data sources and choose the best way of collecting, analyzing, integrating, and presenting 
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the data (Tashakkori & Teddlie, 2010).  This study consisted of two phases. The first, 
qualitative (QUAL) phase (N= 3) entailed in-depth interviews of MTWT providers 
utilizing a video-recall protocol and analyzed using Grounded Theory methods 
(Charmaz, 2014).  The data from the QUAL phase is used to create a survey in the 
interim phase (Creswell & Plano-Clark, 2011).  A simple descriptive survey to determine 
the level of endorsement of beliefs of music therapists who are MTWT providers 
comprised the quantitative (QUAN) phase.   
A brief word about the review of extant literature in advance of generating theory: 
according to Creswell (2014), exploratory studies are conducted when there is limited 
research in the area of inquiry.  Additionally, exploratory studies are necessarily 
qualitative in nature.  The extant theory and research provide a context for this primarily 
qualitative inquiry.   
1.9.  Limitations and Delimitations 
1.9.1.  Limitations 
This exploratory sequential study is limited by three constraints.  First, there was 
a small number of interviewees for the qualitative strand: only music therapists with 
video of themselves working with a parent-child dyad archived at Music Together 
Worldwide were invited to participate in the qualitative phase of the study.  Data 
saturation, a criterion for grounded theory, was not possible.  Second, parents of the 
young children who were treated by the music therapist were not interviewed, thus 
leaving open the possibility of missed information regarding important pieces of evidence 
for the clinician’s in-the-moment clinical decision-making.  Third, only music therapists 
who were MTWT providers (current and past) were invited to participate in the 
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quantitative strand of the study.  These limitations do not allow for the breadth and depth 
of music therapists’ clinical decision-making with parent-child dyads to be fully 
explored.  Likewise, assertions of similar clinical decision-making processes to the larger 
community of music therapists who work with parent-child dyads in group or individual 
settings are not possible.   
1.9.2.  Delimitations 
This exploratory sequential mixed methods study design used pre-existing video 
of music therapists working with parent-child dyads and only music therapists who were 
MTWT providers were invited to participate.  It may be that the participants in both 
strands, particularly in the QUAL phase, may have felt a sense of obligation to participate 
despite assertions made by the researcher that their participation was not mandated in any 
way.  The participants in the QUAL phase may have come to a different understanding of 
their clinical decision-making process then they were thinking at the time of the session.  
Finally, the researcher is employed by Music Together Worldwide, designed the MTWT 
program, and may be perceived as having a vested interest in the success of the research.   
1.10.  Summary 
Clinical decision-making in music therapy with individual parent-child dyads is 
an under-researched area of knowledge.  Clinicians who have written regarding their 
work in individual music therapy with parent-child dyads provide a framework from 
which to begin this exploration.  Sears’s (2007) Processes of Music Therapy provides a 
theoretical rationale for researching clinical decision-making.  Studying the clinical 
decision-making processes of MTWT providers may elucidate the processes within the 
context of an approach to music-making with parent-child dyads that is replicable and 
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clinician-driven.  The research question and rationale have been stated and discussed in 
this chapter.  Chapter 2 will explore each area of literature in greater depth. 
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CHAPTER 2:  LITERATURE REVIEW 
2.1.  Introduction to the Literature Review 
Chapter 2 elaborates on topics introduced in Chapter 1 to provide rationale for the 
study’s relevance to the field of music therapy. The literature review is not meant to 
constrain the grounded theory data analysis but to sensitize the researcher to relevant 
constructs and ideas.  Chapter 2 begins with a summary of relevant concepts from family 
systems theory.  Next, a discussion of Sears’s (2007) Processes of Music Therapy 
provides a framework through which to review the literature pertinent to working with 
parent-child dyads in music therapy. A full discussion of Music Together, including the 
MTWT program, occurs next.  Finally, a discussion of clinical decision-making provides 
focus for this study.  
2.2.  Family Systems Theory 
A family system refers to the complex interrelationships between the members of 
a family; these members include biological and non-biological individuals and members 
of multiple generations (Atwood, 2011; Bowen, 2004; McGoldrick & Hardy, 2008). In 
child development literature, parent-child dyad refers to the pairing of the mother or 
father with their child (Bowlby, 1988; Mooney, 2010).  In clinical practice, other family 
or non-family caregivers can be included in music therapy treatment.  However, for the 
purposes of this study, parent-child dyad refers to the pairing of the mother and the child 
in the music therapy setting.  Further, for all parent-child dyads in this study, the child is 
the identified patient for whom the referral has been generated.   
Family systems theory developed out of general systems theory (Bateson, 1972; 
Bertalanffy, 1968), the meta-theory through which this study is situated.  Three principles 
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of general systems theory are of interest to this study: equifinality, feedback, and 
adaptiveness.  Equifinality refers to the belief that there is more than one way to achieve 
a desired result.  These multiple results derive from feedback, which, applied to this 
study, references the process by which music therapists reappraise their clinical 
knowledge in light of the information given to them by the parent-child dyad by engaging 
in an internal dialog.  In the context of this study, a music therapist’s adaptiveness 
requires an in-the-moment adjustment to the clinician’s choice of interventions in order to 
best meet the needs of the family. 
Family systems theory is a systems-oriented approach to treating families that 
addresses change in the patterns of relating and communicating (Davey, Davey, Tubbs, 
Savla, & Anderson, 2012).  Second-order change occurs when the functioning of the 
family system as a whole is changed, including patterns of maladaptive behavior, and is 
preferred to first-order change (Davey et al., 2012; Watzlawick et al., 1976).   
2.2.1.  Therapy with Families  
Family therapy literature may provide some additional context for understanding 
the role of emotion in the development and remediation of relationships between parents 
and children (Bowen, 1966, 2004; McGoldrick & Carter, 2001; McGoldrick & Hardy, 
2008; Satir & Baldwin, 1983; Satir, Satir, Stachowiak, & Taschman, 1975).  A basic 
principle of experiential family therapy is that learning happens when members of the 
family feel supported (Satir & Baldwin, 1983; Satir et al., 1975).  Bowenian (1996, 2004) 
family system theory seeks to reduce anxiety generally within the family in order to 
promote attachment between parents and children. Solutions-focused family therapy 
emphasizes each family members’ relative strengths, what the family determines are 
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important markers for success, and the steps that are required to get there (Ratner, 
George, & Iveson, 2012).  According to Aponte (1994), the therapist can only guide a 
family toward a reflective and less reactive state if the therapist has attended to their own 
person-of-the-therapist.  
Music therapists who work with families find theoretical grounding in family 
therapy literature.  Jacobsen (2017) situates work with families with neglected children 
within structural and solutions-focused frameworks that seek to elucidate the family’s 
strengths while also addressing the underlying transactions of personal power.  In 
Jacobsen’s work, analyzing patterns of familial communication and interaction results in 
improved communication patterns and improved relationships between family members.  
Baron (2017) described her work with families in the acute medical setting as grounded 
in family systems and in solutions-focused orientations.  Music therapy within a 
solutions-focused framework identifies the strengths of each member of the family and 
uses these strengths to help the family design its own pathway to health (Baron, 2017).   
The extent to which the depth of the description of change in the family system in 
music therapy is currently not available in the literature may present yet other avenues to 
explore—for example, does all change in music therapy satisfy the criteria for second-
order change?  Under what circumstances does second-order change occur in music 
therapy?  Is it useful for music therapy to have a similar method for discussing types of 
change? 
2.2.2.  Contributing Factors to Family Health 
The health of young families, especially those with children who have special 
needs, can be influenced by a variety of factors, including childhood experiences of 
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attachment and bonding, transition into adulthood, and family history (Nichols, 2013).  
For parents of children who have disabilities, their interrelated ability to engage in a 
process of cognitive reappraisal and resource creation has been found to contribute to the 
parents’ sense of well-being (Graungaard, Andersen, & Skov, 2011).  By approaching the 
health of the family through a systems lens, family systems theory considers the 
processes of attachment and differentiation as components of second-order change 
(Bowen, 1966, 2004; Davey et al., 2012; Watzlawick et al., 2011).   
2.2.2.1.  Attachment.  Attachment is defined as the relationship between the 
parent and child that develops in the child’s first year and continues throughout the 
parent’s and child’s lives (Bowlby, 1977, 1982, 1988; Mooney, 2010).  The parent-child 
relationship is formed through the reciprocal interplay of energy and emotion (via both 
verbal and non-verbal communication) between the parent and child, which forms the 
basis of the quality of the attachment between parent and child (Fonagy, Gergely, & 
Target, 2007; Schore, 2001; Siegel & Shahmoon-Shanok, 2010).  Mothers who are 
attuned to their infant’s state of arousal will soothe or activate their infant as the case 
warrants (Schore, 2001).  Infants who are attuned to their mother will seek her attention 
to meet their needs.  In a foundational study, Ainsworth described three types of 
attachment relationships exhibited in the mother-infant dyad:  secure attachment, 
anxious-ambivalent insecure attachment, and anxious-avoidant insecure attachment 
(Mooney, 2010).  Attachment types exhibited by a parent-child dyad may provide insight 
into the quality of the relationship of the parent to his or her own past experiences of 
early relationships. 
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2.2.2.2.  Attachment as a musical process.  Several researchers have studied the 
importance of music and musical methods of relating and communicating in the 
development of parent-child attachment (Malloch, 1999; Malloch et al., 2012; 
Salomonsson, 2011; Trehub, 2010; Trevarthen, 2008, 2011).  The music therapy 
literature on attachment is another area of congruence with family therapy literature, the 
key difference being that in music therapy literature, attachment is seen as a musical 
process (Abad & Edwards, 2004; Blank & Guerriero, 2011; Edwards, 2011a, 2011b; 
Henning, 2012; Jacobsen & Thompson, 2017; Loveszy, 2006; Nicholson et al., 2008; 
Pasiali, 2012b; Warren & Nugent, 2010).   
Abad and Edwards (2004) described the theoretical basis for a music therapy 
group protocol that was designed to strengthen the parent-child bond for families with 
young children (birth through three years old) who were determined to be at risk for 
marginalization due to social and economic factors.  Research by Nicholson and 
colleagues (2008) suggested that music therapy groups with parent-child dyads promoted 
positive parenting behavior on measures of parent self-efficacy and parent mental health.  
Similarly, a study by Warren and Nugent (2010) found that parents reported increased 
feelings of bonding and attachment with their young child after participating in a series of 
music therapy groups.  Blank and Guerriero (2011) described the form and function of a 
music therapy group for families seeking reunification after being legally separated due 
to abuse and neglect, where improved attachment and parenting skills were the primary 
outcomes of the group.  Henning (2012) reported on a pilot project designed to strengthen 
the relationship of parents with their hospitalized, premature infants.  In Henning’s study, 
active music therapy (provided by singing familiar songs or humming improvised 
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melodies) strengthened parents’ skills, focused attention on the parent-infant relationship, 
and reduced stress for the dyad.  
Loveszy’s (2006) study researched attachment concerns in the parent and parent-
child dyad.  She explored the development of trust between mothers recovering from 
substance abuse and the music therapist within the context of music therapy with the 
parent-child dyad.  Pasiali (2012b) researched music therapy interventions for parent-
child dyads that supported mutually responsive orientation behaviors between the parent 
and child.  Pasiali’s research suggests that the novelty and flexibility of music therapy 
interventions increased the likelihood that mutually responsive orientation behaviors 
could be learned and adopted by parents.  In addition to addressing the positive 
implications of viewing music therapy through a family systems lens, Jacobsen and 
Thompson (2017) advocated for additional attention to clinical decision-making in order 
to determine when and how music therapy works most successfully with families. 
2.2.2.3.  Communicative musicality.  Two processes involved in musical 
experiences of attachment include the phenomena of communicative musicality 
(Edwards, 2011b; Malloch, 1999; Malloch et al., 2012) and infant-directed singing 
(Friedman et al., 2010; H. Papoušek, 1996; Standley et al.,  2009).   
According to H. Papoušek’s (1996) summary of research on musical parameters 
in infants, children appear to be developmentally primed for communicating in melodic 
and rhythmic ways.  Bonding and attachment through musical means have been 
discussed as a phenomenon that exists largely through singing (M. Papoušek, 1996; 
Trehub, 2010) in a process known as communicative musicality: 
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(W)hen caregiver and infant interact, communication takes place through 
the intentions and affect carried the “music-like” qualities of their joint 
vocalizations in combination with the joint “dance-like” gestures of their bodies 
and facial movements—a communicative musicality taking place within a shared 
sense of time. (Malloch, 1999, p. 387) 
Schore (2001) further contextualized the understanding of musical ways of 
parenting with information about brain development in the infant and parent to articulate 
on his foundational work on the intersubjective relating between parent-child.  Music 
therapy literature draws upon this foundational work in infant development and the 
intersubjective nature of parent-child relating (Edwards, 2011a, 2011b; Jacobsen & 
Thompson, 2017).  Of particular interest is Edward’s research, which summarized infant 
musical development in light of the developing relationship between parent and child. 
2.2.2.4.  Infant-directed singing.  Musical communication (i.e., singing) between 
adults and children begins early in the child’s life.  The Early Childhood Music Therapy 
(ECMT) literature discusses the impact of infant-directed singing for promoting self-
regulation in infants, promoting early language development, and promoting attachment 
in parents and children (Courtnage, 2000; Cunningham, 2011; Levinge, 2011).  Infant-
directed singing is a caregiving behavior in which the vocal quality of the adult consists 
of sustained vowel sounds, glides between two or more pitches, and high pitch levels 
(Courtnage, 2000; de l’Etoile & Leider, 2011).  Lullabies (songs for soothing children to 
rest or sleep) and play songs (songs to promote fine or gross motor movement) can be 
examples of infant-directed singing (Friedman et al., 2010; M. Papoušek, 1996; Standley 
et al., 2009).   
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2.2.3.  Parent-Child Relationship  
Stern (2002) called these moments of meeting between mother and child 
interactive process units.  These temporal events consist of a beginning, middle, and end 
and are imbued with affective, sensory, and motor elements of expression and relating.  
The importance of time in the development and support of the parent-child relationship is 
relevant to this research.  What follows is a description of the typical trajectory of a 
parent-child attachment formation. 
Schore (2001) discusses the relationship between secure attachment of mother and 
infant on the infant’s development, particularly with respect to affect regulation.  By 
affording the infant consistent, warm, loving responses to his or her needs, including the 
need for connection with others, the mother promotes a safe and stable world view to the 
infant (Schore, 2001).  The role of mother as secure base is a foundational concept in 
attachment theory (Bowlby, 1988).  To the extent that the mother’s responses to the 
infant are inconsistent or negative, the infant has little recourse and may withdraw or 
cease to be consolable (Perry, 2005). 
Stern (2006) described the lived experience of adults in relationship to their own 
past as the schema-of-being-with.  The schema-of-being-with contextualizes the myriad 
ways adults use reconstructions of their early years in order to make sense of their current 
reality (e.g., becoming a parent).  This “sensed phenomena of the lived experience” 
(Stern, 2006, Kindle Location, 3673) provides the parent access to her lived experience 
while affording her the ability to simultaneously remain in the present.  This remains an 
important area of exploration in IMTPCD as it may also inform music therapists’ clinical 
decision-making.   
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2.2.4.  Creativity and the Family System 
Family therapy and music therapy literature both address the relationship between 
creativity and client/family health.  Together with the literature in developmental 
psychology, which discusses the musical nature of the relationship between parents and 
their young children (communicative musicality and infant directed singing), these 
provide the rationale for further understanding clinical decision-making in individual 
music therapy with parent-child dyads.  
2.2.4.1.  Creativity in family therapy.  Creativity is discussed in family therapy 
literature (Carson, 1999; Satir & Baldwin, 1983; Satir et al., 1975).  Carson (1999) 
examined whether increasing a family’s capacity to think and active creatively is an 
appropriate goal for family therapy. Creativity is a primary component of Satir’s 
experiential family therapy (Satir & Baldwin, 1983; Satir et al., 1975).  Experiential 
family therapy approaches raise the health of families by addressing the self-esteem and 
creativity of each member and is built on the premise that if each person is able to live to 
their fullest potential, the entire family benefits.  
2.2.4.2.  Creativity using music.  In another example of creativity in family 
therapy, Hendricks and Bradley (2005) describe the role of shared music listening to 
repair family relationships disrupted by depression.  The use of music listening to create a 
shared experience from which to begin positive interpersonal communication was 
extended to include the intentional use of songs for expressing difficult emotions.  
Hendricks and Bradley (2005) articulated what has long been understood by music 
therapists: music provides a container for expressing feelings in a socially acceptable 
manner (Sears, 2007). 
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Nurturing Parenting, a psychoeducational parenting curriculum by Bavolek 
(2007a, 2007b), places the importance of play and creativity at the fore of the approach to 
positive experiences of parenting.  Implemented by social service agencies, Nurturing 
Parenting instructs parents on child development and suggests positive ways to shape 
children’s behavior.  The curriculum recommends the implementation of parent-child 
groups, including music groups, in order to promote opportunities for positive 
interactions between parents and children using skills learned in the parent-only 
component of the program.  Nurturing Parenting was the parenting curriculum used by 
the social service agency referenced in the project described by Blank and Guerriero 
(2011). 
2.2.4.3.  Creativity in music therapy.  The role of creativity in music therapy has 
likewise been explored.  Aigen (2005) suggested that a music-centered approach to music 
therapy (one that positions the act of engagement in music as a central focus of the 
therapeutic relationship) is a legitimate focus for therapy.  A music-centered approach to 
music therapy positions listening to and playing with music within the context of a 
clinical relationship relies on the creative processes of listening, exposure, and 
experimentation (Aigen, 2005). Loveszy (2006), Drake (2011), and Oldfield (2006a, 
2006b) provide examples of therapists’ use of creativity when working with parent-child 
dyads.  Drake (2011) described changes in disordered parent-child relationships by 
narrating the musical interplay that occurs between the parent and child.  Studies by 
Loveszy (2006) and Pasiali (2012b) and clinical reflections by Oldfield (2006a, 2006b) 
frame the discussions relating to changes in disordered relationships between the parent 
and child in musical terms.   
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Oldfield (2006a, 2006b) recounted examples of musically relating and 
communicating with young children with disabilities that further illustrates Aigen’s 
(2005) improvisational, music-centered approach.  Oldfield elaborated the role of 
creativity in music therapy with young children (interactive music therapy) by focusing 
on the interactive nature of the process of creating, listening, and responding that the 
therapist, child, and (when appropriate) the adult engage in, a process that leads to 
positive experiences.  
2.3.  Processes in Music Therapy 
As discussed in Chapter 1, Sears’s Processes in Music Therapy (2007) framework 
provides a way to structure an exploration of the literature on clinical decision-making in 
ECMT.  A review of the Processes in Music Therapy frames the subsequent discussion of 
ECMT group models and individual music therapy with parent-child dyads.   
Sears (2007) classifies the underlying constructs of music therapy processes in 
three ways:  (1) experience within structure, (2) experience in self-organization, and (3) 
experience in relating to others.  Within each particular classification, constructs describe 
the function of music within the classification.  It is not possible within the scope of this 
paper to articulate all of the ways in which ECMT is reflected in the Processes of Music 
Therapy.  Rather, several examples of the applicability of the Processes of Music 
Therapy are presented as a way to conceptualize the development of parent-child 
relationships, the relationship between the therapist and dyad, and the role of music in the 
therapeutic process during ECMT.   
Before proceeding to a description of the three classifications of Sears’s (2007) 
Processes of Music Therapy, a definition of experience is required:   
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(E)xperience… signifies events through which one has lived.  Experience, 
however, may also designate the actual living through, or undergoing, of events in 
the present.  Furthermore, it can be used either as a noun or a transitive verb—the 
gerund and the present participle being ‘experiencing.’ (Kindle Location, 365) 
2.3.1.  Experience Within Structure.   
According to Sears (2007), music is a time-ordered phenomenon with a 
beginning, middle, and end organized around melodic, harmonic, and rhythmic 
conventions that are culturally based.  Music’s time ordered-ness requires the individual 
to organize his or her behavior.  The music therapist provides structure through which 
individuals can experience time, ability, and affect, and practice sensory awareness.  He 
speaks of the time ordered-ness of music that, once begun, must be completed (through 
the function of the final cadence, a musical construction) in order to not lose its intent.  
The individual must make a commitment to be part of this experience.  In Sears’s writing, 
the individual is assumed to be the client, but there is sufficient reason to include the 
therapist among those who must make a commitment.  This is especially true since the 
therapist is often the one creating, choosing, or giving voice and substance to the music.   
For example, when applied to ECMT, the therapist is responsible for initiating 
and shaping the experience of singing a greeting song together.  This “requires the 
individual to structure his behavior in, relatively, the most minute and continuous 
manner” (Sears, 2007, Kindle Location, 447).  Consider, for a moment, that individual 
can also mean parent-child dyad.  The parent-child dyad is drawn into the music-making 
experience through a shared awareness of an experience of beauty.  The therapist 
provides the experience of beauty through the arrangement of musical constructs of 
melody, harmony, timbre, rhythm, and their related qualifiers (e.g., tempo, duration, and 
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dynamics).  The presence of words or vocalizations or the inclusion of instruments or 
movement props may yet be another pathway into the music-making experience for the 
parent-child dyad.  The therapist may make any of these choices during the course of 
clinical decision-making.  In the case of the MTWT provider, the decisions are the 
therapist’s; the tools used are the Music Together materials. 
2.3.2.  Experience in Self-organization   
According to Sears (2007), experience in self-organization is a process that is 
internal to the client (or member of the parent-child dyad) that concerns the individual’s 
values, beliefs, and attitudes.  It is within the experience in self-organization that an 
individual’s experience of music awakens the individual’s sense of what their life means.  
The experience of observing a child move through the stages of musical development 
(Guilmartin & Levinowitz, 2003) requires that the adults (therapist and parent) are able to 
witness, without interference, the child organize himself.  The parent may need 
permission from the therapist to allow her child struggle a bit to reach an instrument, clap 
his hands, or wave the scarf.  Similar to the principles of equifinality, feedback, and 
adaptiveness, parents with children with disabilities (congenital or acquired) are learning 
that there is more than one way to have a relationship with their child.  General systems 
theory (Bertalanffy, 1968) supports Sears’s (2007) Processes of Music Therapy:  there 
are many pathways to creating an experience in self-organization (or experience in 
relating to others).  The ways in which this occurs depends on the ability of the therapist 
to adapt to the feedback she receives from the parent and the child (separately and as a 
dyad).   
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2.3.3.  Experience in Relating to Others  
This commitment to experience within structure may be particularly relevant to 
the parent’s experience of the music during IMTPCD.  When the therapist and parent-
child dyad are working together, the parent is offered the opportunity to observe her own 
responses to the music and to what she observes her child doing.  This observation-while-
actively-participating propels the adult into a liminal space where she may be also be 
reflecting upon her own experience of being a child, of being a parent, and perhaps her 
own and her child’s projected future selves.  For parents who have a child with a 
disability, this is a powerful experience that requires the therapist’s skill and care to 
negotiate. 
Although Sears (2007) does not directly state this, it may be considered within the 
spirit of the Processes of Music Therapy to state that the therapist is, likewise, in a similar 
position of observation-while-actively-participating.  In addition to creating and holding 
the musical structure, managing the physical environment, and remaining responsive to 
the reactions of the parent-child dyad, the therapist is simultaneously managing her own 
affect, including her feelings about being a parent (if applicable) and her own childhood.  
This ability to be simultaneously aware of her own history and to be present in the 
moment is reminiscent of Aponte’s (1994) person-of-the-therapist and Oldfield’s (2006a, 
2006b) interactive music therapy.   
2.4.  Individual Music Therapy with Parent-Child Dyads 
What follows is a review of the literature on individual music therapy with 
parent-child dyads (IMTPCD) (Drake, 2008; Loveszy, 2006; Oldfield, 2006a, 2006b; 
Pasiali, 2012b, 2013; Thompson, 2012) as they relate to clinical decision-making.  For 
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the purpose of this study, IMTPCD refers to sessions that consist of the music therapist, 
the adult, and the child (Loveszy, 2006; Oldfield, 2008; Yang 2016).  This is in contrast 
to group music therapy in which multiple parent-child dyads participate in music therapy 
(for examples of this, the reader is directed to Friedman, Kaplan, Rosenthal, & Console, 
2010; Standley & Walworth, 2010; and Standley et al.,  2009). 
The interventions typical of IMTPCD (e.g., instrument play, singing, and moving 
to music) appear to be informed by research in ECMT, with a tacit consensus among 
music therapists as to their usefulness.  A systematic analysis of the processes by which 
music therapists choose the interventions does not yet exist.  This information, it can be 
argued, is crucial for understanding how music therapists make clinical decisions that 
affect the relationships between parents and children.  Sears’s (2007) Processes of Music 
Therapy is one possible framework that can guide the direction of this inquiry.  By 
attempting to uncover possible themes in clinicians’ decision-making processes in the 
moment-by-moment experience, the research adds to the literature on clinical decision-
making in ECMT.   
Since the focus of the research is to elucidate the clinical decision-making 
processes of music therapists who are (or have been) MTWT providers, a description of 
the philosophical foundations of Music Together are described below and connections to 
the literature in music therapy and family are elucidated. 
2.4.1.  Therapist Accounts of IMTPCD 
Turning away momentarily from the discussion of research in clinical decision-
making toward another, related body of literature, written accounts of music therapists 
who provide IMTPCD are another source worth considering.  Several therapists describe 
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the course of therapy with individual parent-child dyads from the therapist’s perspective 
(Oldfield, 2006a, 2006b; Loveszy, 2006; Pasiali, 2012b, 2013; Yang 2016).  While the 
purpose of the literature may not have been to trace the therapist’s decision-making 
processes, these therapist accounts inform the current research by suggesting additional 
components of the IMTPCD session that may be considered by the music therapists who 
are also MTWT providers. 
The following is a review of extant research on music therapy interventions with 
individual parent-child dyads that are relevant to therapist’s clinical decision-making. 
Although the body of literature is limited, the contributions by Oldfield (2006a, 2006b), 
Oldfield, Bell, and Pool (2012), Loveszy (2006), Yang (2016), and Pasiali (2013) guide 
the construction of the current research.   
2.4.1.1.  Interactive music therapy.  Writings by Oldfield (2006a, 2006b) 
describe work with parents (mothers) and their children.  Oldfield (2006b) writes 
eloquently of her clinical work with mother-child dyads in music therapy.  In this setting, 
the parent-child dyad receives individual music therapy.  Oldfield describes her approach 
to working with the parent-child dyads as interactive music therapy (2006a, 2006b).  
Interactive music therapy is defined by the following characteristics:   
 live and mostly improvised music,  
 the utilization of non-verbal improvised musical exchanges, 
 capture of children’s and adult’s attention, 
 focus on the relationship between the therapist and both members of the dyad 
(parent and child), and 
 focus on the relationship between the parent and the child (2006b, p. 20). 
It is useful to identify areas of congruence between music therapy research and 
family therapy theories.  Much of Oldfield’s apparent motivation for the interventions she 
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describes seems to be congruent with elements of Satir’s (1983) experiential family 
therapy, including the focus on play and development of the capacities for encouraging 
growth by valuing each member’s uniqueness.  The playful element of the music that 
encourages the child’s and parent’s engagement is a factor repeated by several mothers 
who contributed to Oldfield’s (2006a) writing.  Oldfield’s (2006a) writing resonates with 
Sears’s (2007) experience in relating to others, particularly the emphasis on highlighting 
the positive aspects of the mother’s relationship with her child.  The importance of 
playful musical exchanges to facilitate family interactions is also discussed in an article 
by Oldfield, Bell, and Pool (2012).  This article by Oldfield and colleagues also signals 
the challenges inherent with working with parent-child dyads when the parent is living 
with a mental health concern.   
2.4.1.2.  Bridge of trust.  Loveszy’s (2006) work with young Latina mothers with 
a history of substance abuse histories studied the course of therapy for these mother-child 
dyads in individual music therapy.  In this qualitative study with a rendering of the data 
consistent with the naturalistic paradigm, Loveszy aimed to “assist mothers and 
families… to learn of their natural abilities to help themselves through music while 
learning and bonding with their infants” (2006, p. 5). 
Loveszy’s (2006) research involved three mother-child dyads who participated in 
individual music therapy using the music therapy strategies and techniques listed below.  
The strategies were developed by Loveszy, who articulated what she intended the parent, 
child, or parent-dyad to experience.  Embedded in the descriptions of the techniques are 
statements that allude to Loveszy’s general clinical decision-making process (2006).  The 
strategies and techniques are as follows:  (a) Musical Beginnings, (b) The Musical 
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Womb, (c) River of Melody, (d) Climbing the Ladder to Interaction, (e) Rhythmic 
Synchronicity, (f) Rhythmic Reciprocity, (g) Rhythmic Holding, (h) The Musical 
Surprise, (i) Repetition, (j) The Musical Question, (k) Musical Interaction within Song 
Creation, (l) Musical Doodling, and (m) Playing with the Body (pp. 55-65). 
Loveszy specifically attended to questions relating to the mothers’ and infants’ 
experience of music therapy as it occurred over the 12-week treatment period.  The 
thematic analysis resulted in the articulation of a five-phase Bridge of Trust (Loveszy, 
2006).  These phases were determined by analysis of the data regarding the infants and 
mother separately and together and are as follows:  
 Phase I: Building rapport through the nurturing environment 
 Phase II: Developing connection 
 Phase III: Exploration 
 Phase IV: Developmental process continues 
 Phase V: Integration of knowledge (p. 151) 
When viewed from a general systems approach, Loveszy appears to have 
articulated a development of health that occurred in the three mothers in her study (i.e., 
The Bridge of Trust).  Together with the other positive forces in her life (the music 
therapy intervention was embedded in a substance abuse rehabilitation program), the 
mother was able to articulate changes in herself that included seeing music as a resource 
in her family’s life (Loveszy, 2006).   
2.4.2.  Music Therapy Home Program Impact on Parent-child Relationships 
Yang (2016) investigated the impact of a music therapy home program on parent-
child relationships.  Children ages one to three years old with disabilities or delays and 
their parents engaged in weekly in-home music therapy sessions and provided education 
and instruction for completing music-related experiences outside of the music therapy 
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session.  Improvements in three components of parent-child relationships were reported: 
parent positive physical and verbal responses, child positive verbal initiations, and 
parent-child synchrony.  These findings suggest therapist-designed, music therapy home 
programs can benefit the parent-child relationship.  
Pasiali’s (2010, 2012b, 2013) studies of the use of music therapy with parent-
child dyads to support mutually responsive orientation and promote resilience is a final 
example of music therapy with parent-child dyads.  Four families participated in a series 
of eight music therapy sessions (Pasiali, 2010).  The combinations of family members 
varied across families (e.g., a family consisting of two parents and two children but only 
one parent and one child participated in therapy) and even within a single family over the 
course of the eight weeks (e.g., an entire family of two parents and three children began 
therapy together, but one parent and one child attended some sessions together without 
the other members) (Pasiali, 2012b).  The specific aim of Pasiali’s research was “to 
understand and describe how shared musical experiences during family-based music 
therapy provide a context that may influence parent-child relationships, by supporting 
mutually responsive interaction patterns” (2010, p. 22).  The music therapy techniques 
included singing, games, improvising, movement, and instrument play (Pasiali, 2012b).  
Pasiali (2013) provides insight into how the implementation of music therapy 
experiences with a parent-child dyad can address a delay in a child while supporting the 
parent’s sense of competence.  While not the focus of Pasiali’s research, this may lead to 
the parent experiencing increased capacity to use music-making as both a pleasurable 
experience and as a resource for parenting (Bavolek, 2007a, 2007b).  For example, in a 
case study of a mother with two young children (a girl, aged three years, the identified 
  39 
 
client, and a boy, aged eighteen months), Pasiali (2013) described examples of her 
interventions during the course of therapy: 
As the sessions progressed, I attempted to increase participation in joint-attention 
tasks by eliciting (older child’s) input in organizing the activity. (p. 257) 
Also beginning in the fourth session, I increased my efforts (to encourage the 
child to share instruments) not only through modeling, but also through verbally 
promoting and encouraging (mother) to interact with (older child). (p. 258) 
In this case, the child identified as the client scored below the norm for self-
control on the Devereux Early Childhood Assessment Scale and the mother had a self-
reported history of depression.  The mother reported implementing music activities in the 
course of daily parenting (e.g., singing songs used in therapy sessions, playing pots and 
pans, listening to music, and dancing with her children) which contributed to warm 
feelings between herself and her children (Pasiali, 2013). 
Pasiali’s 2010 research queried parents’ opinions on family-based music therapy.  
The interviews and journals kept by the parents comprised the data used to study parents’ 
perceptions of their sessions.  Pasiali also explored the development of mutually 
responsive interaction, using videos of sessions and field notes.  The descriptions of 
interventions and the use of field notes (Pasiali, 2013) suggest that the clinician/ 
researcher’s clinical decision-making process was attended to, if not specifically 
elucidated.  By including the data from the parents in the research method, Pasiali (2010) 
shed light on key components in the ongoing quest for evidence of the effectiveness of 
music therapy: Parents highly value experiences that include all members of the family 
and that simultaneously address their child’s therapeutic needs.  The question, then, is 
how do music therapists structure interventions that are enjoyable for parents with a child 
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with a disability or developmental concern?  From this, questions emerge for 
consideration, such as:  What contributes to the music therapist’s decision-making 
process?  How are clinical decisions affected or influenced by the music therapist’s 
education and training, years of practice, and clinical orientation?  Can clinicians 
articulate their decision-making process?  To what extent do other contextual factors such 
as life experience, their parenthood status, socio-cultural background, or position within 
their family contribute to the music therapist’s decision-making process?  What factors 
led to the choice of seeking additional training through Music Together and becoming a 
MTWT provider?  Finally, in what ways is the MTWT program helpful to the clinician in 
their decision-making process?   
2.5.  Music Together 
 Music Together (Blank, 2013; Guilmartin & Levinowitz, 2003, 2009) and 
MTWT (Music Together LLC, n.d.; Music Together, 2017) are reviewed separately.  
This is because the Music Together’s Family Class model is not always considered a 
therapeutic intervention (a notable exception is Blank & Guerriero, 2011, summarized 
below).  MTWT, an offering developed by Blank, may be considered a music therapy 
intervention because it satisfies the definition by Bruscia (2014) that the intervention is:  
(a) required by the client, (b) provided by the therapist, and (c) takes place within a 
therapist-client relationship.   
Music Together is an early childhood music and movement program (Blank, 
2013).  Beginning in 2011, Music Together Worldwide offered a model of their program 
for allied health professionals who wish to employ Music Together’s materials in their 
clinical work with individual children (Blank, 2013; Music Together LLC, n.d.; Music 
  41 
 
Together LLC, 2017).  This section provides an overview of Music Together’s mission 
and philosophy, with particular attention to how these relate to what is currently known 
in the music therapy literature about working with parent-child dyads.  Two of the three 
primary trademark licensed models, Family Class and Within Therapy, are highlighted in 
this section.   
Music Together Worldwide is guided by the following mission: “To bring the 
highest-quality music and movement experiences to your child—and children 
everywhere—and to involve the adults who love them in the magical process of 
development that only music can provide” (Music Together LLC, 2017).  Because adult 
involvement is an integral part of its mission, Music Together Worldwide engages in an 
ongoing dialog with its licensees, teachers, clinicians, and families in electronic and print 
media.   
2.5.1.  Music Together Philosophical Points 
Four philosophical points underpin Music Together’s efforts to fulfill its mission: 
I. All children are musical. 
II. Therefore, all children can achieve basic music competence, which we have 
defined as the ability to sing in tune and move with accurate rhythm. 
III. The participation and modeling of parents and caregivers, regardless of their 
musical ability, is essential to a child’s musical growth. 
IV. This growth is best achieved in a playful, developmentally appropriate, non-
performance-oriented learning environment that is musically rich yet 
immediately accessible to the child’s—and the adult’s!—participation. 
(Guilmartin & Levinowitz, 2003) 
2.5.1.1. All children are musical.  The research is clear that children are born 
sounders and music makers (Gerry, Unrau, & Trainor, 2012; Papoušek, 2000; Trainor, 
1996; Trehub, 2010; Trehub & Hannon, 2009).  According to Guilmartin and Levinowitz, 
(2003), a child’s earliest movements and sounds are musical developmental milestones.  
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Recognition of behaviors such as vocalizing (cooing or sounding on the first or fifth scale 
tone) and characteristic gestures (rhythmic, bilateral arm movements in the presence of a 
music stimulus, though not coordinated to the beat of the stimulus) are important 
guideposts for a child’s development (Guilmartin & Levinowitz, 2003).   
2.5.1.2.  All children can achieve basic music competence.  Basic music 
competence is defined as the ability to sing in tune and move with accurate rhythm 
(Guilmartin & Levinowitz, 2003).  Guilmartin and Levinowitz liken the disposition 
towards musicality to the disposition towards learning to read: repeated exposure to 
books will ensure that children will have, at the very least, a familiarity with the form and 
function of books.  However, Music Together licensees and teachers also seek to 
communicate to families that early childhood music education does not ensure that a 
child will achieve basic music competence or successfully complete primary music 
development during childhood (Guilmartin & Levinowitz, 2003; Levinowitz & Adalist-
Estrin, 1999).  Music Together Family Classes offer songs, chants, instrument play, 
experiences of movement, tonal and rhythm patterns, and lullabies that children take part 
in without the expectation that they will behave in a particular way (Guilmartin & 
Levinowitz, 2003).  In this way, Music Together Worldwide promotes a child-centered 
culture within the family music-making community.  This is congruent with research on 
child and parent attachment that positions parents as the secure base from which children 
venture forth to explore their environment, returning when they need comfort or 
reassurance (Bowlby, 1988). 
2.5.1.3.  Participation and modeling of parents is essential to the child’s 
musical growth.  Guilmartin and Levinowitz (2003) describe the role of the parents in 
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Music Together classes.  Parents are expected to “participate in class; attend the parent 
education program; play the recording often at home and/or in the car; read this guide; 
make observations and ask questions; have fun!” (p.8). Parents who participate in Music 
Together Family Class are encouraged to allow their children to explore the instruments 
and different ways of being musical without interference (Guilmartin & Levinowitz, 
2003).  
2.5.1.4.  Playful, non-performance orientation.  The final philosophical point 
emphasizes that playful engagement between parents and child promotes everyone’s 
enjoyment of the experience (Guilmartin & Levinowitz, 2003).  The research supporting 
the need for developmentally appropriate approaches to learning overwhelmingly 
advocate for enriched experiences that promote the child’s engagement and follow the 
child’s lead (Brown & Vaughan, 2009; Greenspan, 2007; Greenspan & Wieder, 2009; 
Holloway, 2008).  In Music Together classes, parents are guided not to look for signs of 
musical precocity in their children; rather they are guided to focus on the delightful 
experience of making music with their child and the other families (Guilmartin & 
Levinowitz, 2003).   
2.5.2.  The Development of MTWT  
Over a two-year development period (2009–2011), a focus group of board-
certified music therapists who had all successfully completed the Music Together training 
workshop worked to develop a clinical application of Music Together materials.  The 
therapists were tasked to investigate the feasibility of a clinical application of Music 
Together materials and approach with families and young children with disabilities in a 
variety of clinical settings: home-based, school, hospital, and community (Music 
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Together LLC, 2017).  Properly credentialed allied health professionals who successfully 
complete the Music Together training workshop are eligible to apply for the Within 
Therapy license.  A defining feature of this clinical model of Music Together is the focus 
on working with individual families or very small groups within a clinical context rather 
than with groups of families and children.  Additionally, the decision to not provide a set 
of curricula (beyond the current compilations of teacher and family materials) or 
prescribed session plans affords clinicians the freedom to further customize their 
interventions, thus making the MTWT program useful to other allied health professions 
(Music Together LLC, n.d.).   
2.6.  Clinical Decision-making 
Clinical decision-making is at the heart of every therapeutic intervention.  Based 
on Sears’s (2007) discussion of the role of the therapist in music therapy, clinical 
decision-making is operationally defined as the process by which the music therapist 
chooses what to do in the course of therapy to achieve the goals of treatment.  Further, for 
the purpose of this study, music therapists were asked to reflect upon their clinical 
decision-making during the course of a single session.  The following section reviews the 
literature on clinical decision-making, because, in addition to providing a rationale for 
greater attention to clinical decision-making in music therapy, it is important to consider 
the framework in which this process may occur.  Literature from cognitive psychology 
(Evans & Over, 1996; Kellogg, 2012; Payne et al., 1993; Svenson, 1996) is included.  
Areas of study in the literature in clinical decision-making that are relevant to this study 
include (a) an understanding of factors that contribute to decision-making (Amir, 1999; 
Bae, 2011; Bhugra et al., 2011; Kessler et al., 2004); (b) an overview of general strategies 
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taken by practitioners that fit within particular paradigmatic criteria (Banning, 2008); and 
(c) articulation of a framework for clinical decision-making within a specific discipline 
for a pre-determined clinical population (Hertlein & Killmer, 2004; Shoemark, 2008; 
Thompson, 2012).  The disciplines are diverse: psychiatry, (Bhugra et al., 2011), nursing 
(Banning, 2008), family therapy (Hertlein & Killmer, 2004; Kessler et al., 2004), and 
music therapy (Amir, 1999; Bae, 2011; Haslbeck, 2012; Shoemark, 2008; Thompson, 
2012).   
2.6.1.  Cognitive Psychology 
The body of literature from cognitive psychology on clinical decision-making 
describes several different theories of decision-making.  Decision-making research 
theories define the process of decision-making along several pathways, for example, 
normative theory (Kellogg, 2012), the differentiation and consolidation theory (Svenson, 
1996), dual process theory (Evans & Over, 1996), and adaptive decision-making theory 
(Payne et al., 1993).  Normative theory is based on rules of reasoning and logic that, 
while mathematically correct, may not accurately reflect all of the myriad qualities of 
human interaction (Kellogg, 2012).  For example, in music therapy practice, it is fairly 
common practice to take into consideration a client’s cultural or ethnic background when 
choosing treatment interventions.  However, it would be erroneous to assume that music 
of the American South would be received by both European Americans and African 
Americans in the same way.  On the other hand, it would also be incorrect to assume that 
their reactions would be different.  Normative theory is largely based on “if… then” 
sequential constructs; there is no way to account for the ambivalence clients may feel 
about a particular song. 
  46 
 
The differentiation and consolidation theory offered by Svenson (1996) states that 
decision-making  
…is achieved in a differentiation process which over time separates the 
alternatives until one alternative reaches of degree of differentiation from the 
others which is sufficient for a decision.  The differentiation variable is a 
hypothetical construct which is related to attractiveness measures and decision 
rule support. (p. 255) 
A music therapist may choose from among a selection of songs within a pre-
determined repertoire.  He or she may select or discard songs for use in a therapy session 
based upon any number of differentiation variables—the clinician’s experience of the 
song with different clients, knowledge of others’ use of the song in clinical work, the 
musical quality (or qualities) of the song, or some other reason that is not altogether 
conscious but is still consequential.   
Dual process theory relies on the distinctions between rationality1, which assists 
the decision-maker in reaching his or her own goals, and rationality2, which follows rules 
of logic (Evans & Over, 1996).  According to Evans and Over, dual process theory states 
that “tacit and parallel processes of thought combine with explicit and sequential 
processes in determining our actions” (1996, p. 143).  This theory of decision-making 
includes intuitive and explicit ways of knowing.  In clinical practice, a music therapist 
who combines experience from outside of her clinical experience (e.g., as a mother or as 
a performer) with her knowledge and skills gained through formal music therapy 
education in order to determine the next step in her work with a parent-child dyad, may 
be using dual process decision-making. 
Payne and colleagues (1993) define adaptive decision-making theory as the 
various processes decision-makers adapt when faced with complex decisions.  The belief 
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that decision-makers are capable and, in fact, exhibit flexible decision strategies is a core 
belief of adaptive decision-making theory.  A decision strategy is “a sequence of mental 
and effector (actions on the environment) operations used to transform an initial state of 
knowledge into a final goal state of knowledge where the decision-maker views the 
particular decision problem as solved” (p. 9).  In the adaptive decision-making 
framework, “individuals decide how to decide by considering both the cognitive effort 
and the accuracy of various strategies” (p. 13).  While this approach may not garner the 
most successful decision strategies in the early part of the decision-making process, 
adaptive decision-making theory holds that individuals learn from the results of their 
decision, reformulate their strategies, and proceed with new knowledge.  This way of 
looking at decision-making is cumulative: the decision-maker engages with her 
environment with her whole being, including affective and cognitive ways of knowing, 
and then chooses based upon all of the available data.  In a music therapy setting, a 
clinician may use her knowledge and skills as a clinician, her non-clinical practical 
knowledge as a mother of a toddler, and her somatic or affective “in the moment” 
experiences to guide her choice of interventions when working with a parent-child dyad.  
To reiterate, the current study addresses the immediate and proximal process in a single 
music therapy session with the dyad, as opposed to the cumulative sets of decisions made 
over the course of therapy.   
2.6.2.  Contributing Factors to Clinical Decision-Making 
Working in the field of psychiatry, Bhugra and co-authors (2011) conducted 
interviews of psychiatrists (N=31) to understand their clinical decision-making processes 
and explore similarities and differences in these contributing factors.  Seven themes were 
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generated:  (a) information gathering, (b) training in psychiatry, (c) intuition and 
experience, (d) evidence-based practice, (e) cognitive reasoning, (f) uncontrollable 
factors, and (g) multidisciplinary team influences.  The participants in the survey by 
Bhugra and colleagues (2011) reported that the clinical decision-making process was a 
multi-faceted process that included many external factors.  The relevance of the findings 
confirm the knowledge that clinical decision-making is a complex process, but are 
nevertheless important for the continued growth of the field. 
2.6.3.  Paradigmatic Criteria for Clinical Decision-Making 
Clinical decision-making models exist and are articulated in the literature in 
diverse professions (Banning, 2008; Hertlein & Kilmer, 2004).  While a complete review 
of clinical decision-making models is not possible within the scope of this project, the 
articles reviewed here guide the form of this study.  The first article to be reviewed in this 
section (Banning, 2008) points to the dynamic interplay between research and clinical 
practice as it relates to clinical decision-making.   
A review of the clinical decision-making literature by Banning (2008) revealed a 
shift in models used by nurses.  According to Banning’s review, two models of clinical 
decision-making were most often represented in the nursing literature: the information-
processing model and the intuitive-humanistic model.  The information-processing model 
uses decision-making trees following a rational logic model consisting of (a) cue 
recognition, (b) hypothesis generation, (c) cue interpretation, and (d) hypothesis 
evaluation.  
The second model of clinical decision-making under consideration in Banning’s 
2008 study was the intuitive-humanistic model.  The intuitive-humanistic model appears 
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to be adopted by seasoned nurses to a greater degree than by novice nurses.  This model 
also privileges the nurses’ knowledge of and relationship with their patients and may be 
influenced by nurses’ conscious and unconscious processes.   
A third model, the multidimensional clinical nursing decision support system, 
incorporates elements of both the information-processing and intuitive-humanistic 
models.  This computerized model uses pattern recognition in addition to information-
processing procedures to produce a robust yet flexible set of hypotheses.  As the status of 
the patient changes, or as new information arises, the clinical nursing decision support 
system assists the nurse in hypothesis revision.  Banning suggests the third model be 
tested by experienced nurses to determine its efficacy in clinical decision-making.   
Banning’s article is relevant to this study because it highlights the tension 
between the information-processing model and the intuitive-humanistic model.  This 
tension may arise among music therapists as clinical decision-making models in various 
areas of clinical practice are developed.  Additionally, Banning’s article may foreshadow 
a time in music therapy practice where philosophical and paradigmatic models of clinical 
decision-making may merge (or converge) with technological advances, thus 
necessitating a professional discussion of the role of information-processing models (i.e., 
models that rely on quantitative measures of music therapy) and intuitive-humanistic 
models (i.e., models that rely on the therapeutic relationship and the role of affect and 
music in music therapy).   
2.6.4.  Population and Discipline Specific Clinical Decision-Making 
It is useful to understand the role of clinical decision-making processes for 
specific populations from the perspective of a particular discipline.  The following studies 
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from marriage and family therapy by Hertlein and Killmer (2004) and Kessler and 
colleagues (2004) provide further support for the importance of investigating clinical 
decision-making processes for specific populations, such as the case being made in this 
study, which focuses on clinical decision-making in music therapy with parent-child 
dyads in which the child is the identified patient.   
Clinical decision-making within a specific discipline for a particular population 
can be structured around a particular theoretical framework.  In a 2004 article, Hertlein 
and Killmer investigated the utility of a Bowenian family systems theory approach to 
clinical decision-making processes for marriage and family therapists working with the 
homeless population.  Using Bowenian theoretical underpinnings of anxiety and 
differentiation and Bowen’s (2004) four strands of change as described in Family 
Therapy in Clinical Practice, the authors identified problems associated with 
homelessness and strategies to bolster success of program participants within a consistent 
framework.  The advantages to structuring clinical decision-making around a particular 
theoretical framework that can be applied to a clinical population are many, but the 
relevance of the research by Hertlein and Killmer to the current study lies in its 
articulation of clinical decision-making that occurs within a framework indigenous to 
family therapy.  
Kessler, Nelson, Jurich, and White (2004) investigated clinical decision-making 
processes in marriage and family therapy with adult survivors of childhood sexual abuse.  
Members of the American Association for Marriage and Family Therapy (N=70) were 
surveyed to determine how clinicians handled disclosures of childhood sexual abuse and 
their choice of clinical approaches.  The study resulted in the following eight themes:  (a) 
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context of disclosure, (b) details and focus on the abuse, (c) effects of the abuse, (d) 
partner as a resource, (e) modality of treatment, (f) client strengths, (g) client-driven 
therapy, and (h) attention to pacing.  The relevance of the study by Kessler and fellow 
authors (2004) to this literature review lies in the recognition that, while there are many 
different ways to approach clinical concerns, understanding how therapists makes these 
decisions is an important component to positive outcomes for the client.   
2.6.5.  Clinical Decision-Making in Music Therapy 
2.6.5.1.  Clinical decision-making regarding verbal versus musical 
interventions.  In 1999, Amir interviewed six music therapists on their choices of verbal 
and musical interventions.  Amir’s research suggests nine factors contributing to 
therapists’ decisions to employ musical and/or verbal interventions: 
1. Therapist’s theoretical orientation, perceptions, and meanings attached to 
music and words 
2. Therapist’s own experience with words and music 
3. Therapist’s knowledge of client 
4. Therapist’s professional knowledge of therapeutic process 
5. Therapist’s countertransference issues 
6. Therapist’s belief in music and its therapeutic power 
7. Therapist’s belief that it is her role to use music 
8. Therapist’s musical ability 
9. Therapist’s training in verbal psychotherapy (p. 168) 
Amir’s (1999) study elevates the notion that the music therapists-respondents felt 
that music (the respondents’ musical skill, experience with, and beliefs in the power of 
music) was relevant to their decisions when choosing between musical and verbal 
interventions.   
2.6.5.2.  Decision-making in clinical music listening.  Bae (2011) investigated 
clinical decision-making processes of music therapists who employ clinical music 
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listening.  The participants were queried on possible influences on musical decision-
making, for example, music therapy orientation, musical traits, case information, and 
situational immediacy (p. 3).  The results of Bae’s study suggest a relationship between 
the therapists’ clinical approaches and the type of music listening experience they 
engaged in.  Additionally, the results of Bae’s study suggest the effect of the music 
therapists’ perception of the music had a direct impact on their clinical decision-making.  
Bae’s study is relevant to this research for its focus on music therapists’ training, history, 
and skills and the positioning of these as components of the musical (i.e., clinical) 
decisions made by the therapist.   
2.6.6.  ECMT Clinical Decision-Making   
No formal definition exists for ECMT. However, its use as a descriptive term is 
fairly ubiquitous in the literature (Kern, 2010; Kern & Humpal, 2013; Schwartz, 2008; 
Schwartz & Pizzi, 2013).  The definition that is used for the purposes of this research is 
as follows:  music therapy with children birth through five years old that may include the 
presence of a parent, family member, or adult caregiver.  Due to participant inclusion 
criteria discussed later in this document, it is to be assumed that while the chronological 
age of the children the respondents reference in the first phase of data collection may be 
greater than five years, the developmental and functional level at the time of the music 
therapy session with the MTWT provider more closely approximated five years of age.   
Although the literature on clinical decision-making in ECMT is sparse, there are 
examples of frameworks for clinical decision-making that are useful to consider in light 
of this study.  Shoemark and Thompson provide clinical decision-making frameworks for 
working with hospitalized infants (Shoemark, 2008) and children with autism spectrum 
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disorder and their parents (Thompson, 2012).  Shoemark’s Phases of Interplay enables 
music therapists to work individually with hospitalized full-term infants.  Based on 
nursing protocols, the Phases of Interplay framework offers a way of responding to infant 
behavior as it occurs during the music therapy session through a continual process of (a) 
observation, (b) interpretation, and (c) deciding how to proceed (Shoemark, 2008).  The 
Phases of Interplay framework consists of seven “phases” that occur during a single 
music therapy session:  (a) observation, (b) assessment, (c) orientation, (d) attunement, 
(e) fittedness, (f) moment of meeting, and (g) closure (Shoemark, 2008).  To provide 
further rationale for the inclusion of Shoemark’s Phases of Interplay in the current 
literature review, a brief summary of the phases is offered: 
 Observation provides information regarding whether to proceed with the 
session. 
 Assessment determines the infant’s energy level through observation of 
movement, vocalizations, and facial expression. 
 Orientation offers the infant the potential for intersubjective relating.   
 Attunement occurs when the infant responds to the therapist’s attempts at 
interaction. 
 Fittedness is creation of smooth interactions between therapist and client. 
 Moment of Meeting is shared intersubjective awareness between therapist and 
infant. 
 Closure is initiated by the infant’s disengagement behavior (Shoemark, 2008).  
If Shoemark’s framework has any relevance to this inquiry into clinical decision-
making in IMTPCD, it rests in the explicit articulation of stages that occur within the 
music therapy session with the healthy hospitalized infant.  There may be some similar or 
complementary system of phases that occur in IMTPCD.  Further, it may be that music 
therapists who make use of MTWT may already be experiencing a set of phases within 
their individual sessions with parent-child dyads that reflect the Music Together lesson 
plan design for Family classes.   
  54 
 
It may be that Shoemark’s framework has some relevance to this study of clinical 
decision-making in IMTPCD, although expansion may be required to include the 
presence of the parent in the therapist’s decision-making process.  Thompson’s (2012) 
model of Family-Centered Music Therapy for working with children with autism 
spectrum disorder and their parents in the home-based setting provides a model for 
considering parents in the therapist’s decision-making process.  Unlike Shoemark’s 
(2008) Phases of Interplay, which assumes the parent is not present during the music 
therapy session, Thompson’s model is informed by Bronfenbrenner’s (1979) social 
ecological model and nurtures the collaborative relationship the therapist creates with the 
parent.  Components of Thompson’s Family-Centered Music Therapy include the 
following: 
● Family-centered practice—sharing professional (musical) skills and 
knowledge with the family while respecting the parent’s position as expert on 
their own child; 
● Attuning to the child’s mood and behavior/following the child’s lead—the 
process of rapport building with the child;  
● Enticing the child with motivating activities—the music therapist shares her 
history of music making in order to engage the child and parent, leading to the 
creation of a shared history of music experience;  
● Presenting with positive affect, acceptance, and affection—offering 
alternative ways for parents to interpret child’s non-verbal communication;  
● Presenting as a play partner—modeling, for parents, different ways of 
playing musically with their child; 
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● Keeping child’s anxiety low/assessing need for structure, choice, or control—
maintaining a degree of flexibility within the music therapy experience to be 
responsive to the child’s music, vocalizations, or behavior;  
● Matching the child’s abilities—promoting growth in underdeveloped skills; 
● Understanding social communication development theories—promoting 
affect attunement, joint attention, and initiation of joint attention; and 
● Child-initiated engagement—aiming toward active and independent 
participation of the child (Thompson, 2012).   
Thompson developed a conceptual model for working with children with autism 
spectrum disorder and their parents in the home environment that articulates the 
collaborative role between the music therapist and parent.  While not directly addressing 
the therapists’ clinical decision-making within the context of a single session, 
Thompson’s model relies on many of the same constructs discussed in this literature 
review, including the music therapist’s use of her own history with music to invite the 
parent-child dyad to create music together.  While it is unknown whether this model for 
Family-Centered Music Therapy has been investigated further, it is a conceptual model 
that may prove useful in understanding the clinical decision-making of music therapists 
who make use of MTWT in IMTPCD.   
2.7.  Summary of the Literature 
This study is situated within general system theory (Bateson, 1972; Bertalanffy, 
1968) and includes literature from family therapy theory (Bowen, 1966, 2004), 
attachment (Bowlby, 1977, 1982, 1988; Mooney, 2010; Schore, 2001), second-order 
change (Davey et al., 2012; Watzlawick et al., 2011), creativity (Carson, 1999; Satir & 
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Baldwin, 1983; Satir et al., 1975), and person-of-the-therapist (Aponte, 1994).  A review 
of music therapy with families (Abad & Edwards, 2004; Blank & Guerriero, 2011; 
Edwards, 2011a, 2011b; Henning, 2012; Jacobsen & Thompson, 2017; Loveszy, 2006; 
Nicholson et al., 2008; Pasiali, 2012b; Warren & Nugent, 2010) further contextualizes the 
focus of this study: to uncover music therapists’ clinical decision-making process when 
working with a parent-child dyad.  A systematic review of Music Together philosophy in 
light of ECMT practice further deepens the inquiry into clinical decision-making for 
music therapists who are also MTWT providers.  
Sears’s (2007) Processes in Music Therapy further situates the current study 
within a systems framework.  Additional literature in music therapy and attachment 
(Edwards, 2011a, 2011b; Jacobsen & Thompson, 2017), communicative musicality 
(Malloch, 1999; Malloch et al., 2012), and infant directed singing (Friedman et al., 2010; 
Papoušek, 2000; Standley et al., 2009) support the rationale for this study.  In order to 
provide context for the inclusion of Music Together Within Therapy (Music Together 
LLC, n.d.; Music Together LLC, 2014; Music Together LLC, 2017), a description of 
Music Together (Blank, 2013; Guilmartin & Levinowitz, 2003; Levinowitz, n.d.; Music 
Together LLC, 2017) and a review of IMTPCD research (Loveszy, 2006, Oldfield, 
2006a, 2006b; Pasiali, 2012b, 2013; Yang, 2016) establishes the current state of research 
on processes of clinical decision-making in IMTPCD. 
The extant literature on clinical decision-making in music therapy (Amir, 1999; 
Bae, 2011) is described within the context of a larger body of knowledge from clinical 
psychology with examples from nursing, psychiatry, and family therapy. The approaches 
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to clinical decision-making described above sensitized the researcher to possible themes 
that might emerge in this study. 
This large body of literature requires a research methodology that can account for 
the quantitative and qualitative aspects of the phenomenon of clinical decision-making 
with parent-dyads in music therapy.  The next section explains the rationale for choosing 
to design this study as an exploratory sequential mixed method research with grounded 
theory to analyze the qualitative data.  
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CHAPTER 3:  METHODOLOGY 
3.1.  Introduction to Methodology 
This section describes the methodological choices made in order to uncover music 
therapists’ clinical decision-making processes when working with parent-child dyads in 
individual music therapy.  A brief summary of the characteristics of mixed methods 
research (Bradt, Burns, & Creswell, 2013; Creswell, 2015; Creswell & Plano-Clark, 
2011; Tashakkori & Teddlie, 2010) and some examples of music therapy mixed methods 
research studies (Barry, O’Callaghan, Wheeler, & Grocke, 2010; McFerran, Roberts, & 
O’Grady, 2010; Pasiali, 2012b; Roberts & McFerran, 2013) will clarify the rationale for 
choosing to employ mixed methods in this research.  The research design (exploratory 
sequential mixed methods study) is described next.  A summary of both constructivist and 
pragmatist approaches to research follows the description of the research design.  Next, 
research in music therapy that employs mixed methodologies is highlighted in order to 
further position this study within the emerging tradition of epistemological, ontological, 
and axiological diversity.  As the analysis of the qualitative data will employ grounded 
theory methodology, a discussion of grounded theory is also included.  Attention is given 
to positioning the choice of grounded theory methodology in a manner that is consistent 
with a constructivist and pragmatic paradigms.  The description of instrument 
development—a simple descriptive survey—occurs next.  The chapter ends with a review 
of the relevant literature on the utility of the survey in music therapy research.  
3.2.  Mixed Methods Research 
Mixed methods research is an approach to research philosophy, design, and 
analysis that incorporates quantitative (QUAN) and qualitative (QUAL) research 
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practices in order to best answer the research question.  Creswell and Plano-Clark (2011) 
define mixed methods research as a set of choices regarding study design and analysis 
made by the researcher that include QUAL and QUAN methods.  Mixed methods 
researchers collect QUAL and QUAN data through sequential or embedded study designs 
that are framed in a philosophical world view and theoretical lens (Creswell & Plano-
Clark, 2011, Creswell, 2015).  Analysis of the data is rigorous and seeks to integrate the 
findings of all aspects of the study into a comprehensive “whole” that can inform both 
future research and practice implementation.   
Mixed methods research design is shaped by the researcher’s held beliefs on the 
nature of truth (epistemology), the nature of reality (ontology), and values (axiology).  
Tashakkori and Teddlie (2010) articulate the general characteristics of mixed methods 
research that provides a framework through which epistemological, ontological, and 
axiological concerns can be articulated.  Mixed methods research affords researchers a 
flexible arrangement of methods (methodological eclecticism) and is implemented from a 
variety of belief systems (paradigmatic pluralism) (Tashakkori & Teddlie, 2010).  
Furthermore, given the emphasis on an iterative, cyclical approach to study design, the 
methods employed in the study are dependent on the research question (Tashakkori & 
Teddlie, 2010).   
Bradt, Burns, and Creswell (2013) discuss the value of mixed methods research 
for integrating “multiple ways of knowing and forms of evidence” (p.124).  According to 
the authors, using both quantitative and qualitative methods in the design, 
implementation, and analysis of music therapy research allows for multiple perspectives 
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that may facilitate the integration of research findings into clinical practice (Bradt et al., 
2013).   
3.2.1.  Exploratory Sequential Design 
Creswell and Plano-Clark (2011) and Creswell (2015) encourage researchers to 
choose a typology that serves as a framework for design, implementation, and analysis of 
a study.  Creswell and Plano-Clark (2011) further discuss the benefit of an articulated 
typology in providing consistency between the researcher’s epistemological, ontological, 
and axiological beliefs and the study design.  The current study employs an exploratory 
sequential mixed methods design.  Exploratory sequential mixed methods design is 
appropriate for studies seeking to (a) articulate variables that are salient to the 
phenomenon under investigation, (b) work toward a theory or framework, and (c) explore 
a phenomenon in depth and measure the prevalence of its dimensions (Creswell & Plano-
Clark, 2011; Creswell, 2015).   
Exploratory sequential mixed methods research design begins with a QUAL 
phase in which a phenomenon is explored.  Next, an instrument is developed based upon 
the analysis of the QUAL data.  This is the mixing phase—when QUAL data is made 
quantifiable.  The final phase is the implementation of the QUAN instrument and an 
analysis of the results (Creswell, 2015).  Figure 1 provides a graphical representation of 
this process:   
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Figure 1.  Exploratory sequential mixed methods (Creswell, 2015). 
The decision to use an exploratory sequential mixed methods design (QUAL to 
QUAN) for this study is appropriate given the following conditions. First, clinical 
decision-making focusing on work with individual parent-child dyads is not well-
articulated in music therapy literature.  Second, music therapists who are MTWT 
providers may have knowledge to add to the understanding about music therapy as an 
effective modality for parent-child dyads.  Additionally, this study may inform future 
directions for research into the MTWT program.  Having an instrument that assesses 
possible influences on clinicians’ decision-making processes may benefit the 
development of a theory or model for music therapists who choose to include MTWT in 
their practice.  Finally, clinical decision-making with parent-child dyads may have 
particular constructs associated with it that are similar to the constructs found by Amir 
(1999) and Bae (2011).   
However, in order to make statements about clinical decision-making in music 
therapy parent-child dyads, a story of this phenomenon needs to occur.  Table 1 
summarizes the benefits and relevance of the study design to this study.  
  
Qualitative Data 
Collection and 
Analysis (QUAL)
Qualitative Results
Use Results to Form 
Variables, Instruments, 
Interventions
Quantitative Data 
Collection and 
Analysis (QUAN) 
Based on Variables, 
Instruments, 
Interventions
Quantitative Results
Interpret how 
Quantitative 
Results Provide 
New Results, 
New, Better 
Instruments, and 
Better 
Interventions
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Table 1:  Benefits and Relevance of Exploratory Sequential Methods 
Benefits of Exploratory Sequential 
Mixed Methods Design (Creswell, 
2015; Creswell & Plano-Clark, 2011) 
Relevance to This Study 
To articulate variables that are salient 
to a concept 
Clinical decision-making is not well-
articulated in music therapy literature that 
focuses on work with individual parent-child 
dyads. 
To work toward a theory or 
framework  
Music therapists who are MTWT providers 
may add to the understanding about music 
therapy as an effective modality for parent-
child dyads.  Additionally, the study may 
inform future research directions for the 
MTWT program. 
To explore a phenomenon in depth 
and measure the prevalence of its 
dimensions 
Clinical decision-making with parent-child 
dyads may have particular constructs 
associated with it that are similar to the 
constructs found by Amir (1999) and Bae 
(2011).  However, a study of clinical 
decision-making in music therapy with 
parent-child dyads needs to occur. 
 
3.2.2.  Paradigmatic Pluralism:  Constructivism and Pragmatism 
Mixed method research design privileges paradigmatic pluralism (Tashakkori & 
Teddlie, 2010).  The following sections position this study in both the constructivist and 
pragmatic paradigms.  Additional information regarding researcher positioning within 
these paradigms is included in Appendix A. 
3.2.2.1.  Constructivism.  According to Mertens (2015), “knowledge is socially 
constructed by people in the research process” (p.16): the researcher seeks to understand 
the phenomenon under investigation from the perspective of those who are closest to that 
experience.  The constructivist paradigm is aligned with the philosophical traditions of 
hermeneutics, the study of interpretive understanding or meaning (Mertens, 2015).  
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Lincoln (2005) defines constructivism as an approach to meaning-making by “active 
agents and cognizing human beings” (p. 60).  The constructs revealed by the meaning-
making activities are then interpreted in light of what is important to the group and may 
include multiple realities (epistemologies).  Research that seeks to construct meaning 
requires that researchers remain close to those who have had experience with the 
phenomenon.   
3.2.2.1.1.  Epistemology.  Paradigms are philosophical world views that approach 
the concepts of knowledge (epistemology), truth (ontology), and values (axiology) in 
different ways.  Epistemology refers to how persons come to know what they know 
(Creswell & Plano-Clark, 2011).  Constructivist epistemology states that all knowledge is 
constructed by those who engage in the research process together: the researcher and 
researched.  As stated above, this may result in multiple epistemologies, which may result 
in a rich description (narrative) of the aspect of life (e.g., clinical decision-making) as 
lived by the respondents (Lincoln, 2005).   
3.2.2.1.2.  Ontology.  Ontology refers to the study of how persons come to define 
reality (Creswell & Plano-Clark, 2011).  In the constructivist paradigm, reality is 
understood to have multiple dimensions because of the presence of multiple persons 
interacting with each other and their environment (Charmaz, 2014; Lincoln, 2005).  
Working from recognition that multiple realities exist, constructivists seek to deepen their 
understanding of the meaning-making associated with these realities.  This is 
accomplished through the creation of narratives that explain how social structures are 
organized (Lincoln, 2005). 
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3.2.2.1.3.  Axiology.  Axiology refers to the values represented by the paradigm 
chosen (Creswell & Plano-Clark, 2011).  The term values encompasses customs, 
traditions, and beliefs that define a person or group membership (Aigen, 1996).  
Constructivists reject the notion of objectivity, preferring to assert that values are instead 
context specific (Charmaz, 2014; Lincoln, 2005).  The researcher spends time with 
respondents in order to more fully appreciate the values of the respondents (Lincoln, 
2005).   
3.2.2.2.  Pragmatism.  Pragmatism focuses on the question being asked, rather 
than privileging a particular method of research, and promotes the use of multiple 
research methods to answer the research question (Creswell & Plano-Clark, 2011).  The 
mixed-methods-as-pragmatic paradigm was articulated by Tashakkori and Teddlie 
(2010), who stated that qualitative and quantitative approaches may be used in the same 
study in order to answer the research question (Creswell & Plano-Clark, 2011).  
Tashakkori and Teddlie (2010) also argued that the method or its underlying 
philosophical world view were less important than the research question itself, and that 
“practical and applied research philosophy should guide methodological choices” (as 
cited in Creswell & Plano-Clark, 2011, Kindle location, 674). 
3.2.2.2.1.  Epistemology.  Pragmatist epistemology is concerned with the 
observable effect of behaviors or actions (Noddings, 2005).  Pragmatists are problem-
centered and attend to the real-world applicability of solutions (Creswell & Plano-Clark, 
2011).  For the pragmatist, the presence of multiple ways of knowing is a foregone 
conclusion: research design privileges a “what works” world view (Creswell & Plano-
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Clark, 2011).  Hence, the concept of “truth” is replaced in pragmatist epistemology by 
“warranted assertion” (Noddings, 2005).   
3.2.2.2.2.  Ontology.  Pragmatist ontology recognizes the potential for the 
presence of single or multiple realities (Creswell & Plano-Clark, 2011).  For pragmatist 
researchers, the social, historical, or political context in which the inquiry is situated 
plays an important role in determining the intended consequences of the research 
(Creswell, 2014). 
3.2.2.2.3.  Axiology.  Pragmatists recognize the importance of context in their 
research, and the intended outcome or utility of the study.  Therefore, pragmatism is 
inclusive of the continuum of emphasis on researcher-expressed values within the context 
of the research process (Creswell & Plano-Clark, 2011).   
With respect to this study, there is benefit in having a description of Music 
Together-trained music therapists who work with parent-child dyads, especially with 
children who are quite young.  While there is currently no description of how an early 
childhood music therapist conceives of her or his clinical decision-making in the 
literature, there are descriptions of music therapists who work with children.  There are 
also descriptions of music therapy programs that are used to address developmental goals 
for children with and without special needs or disabilities.  Moreover, while there are 
descriptions of particular interventions that are useful for the early childhood population, 
an indigenous theory of ECMT does not exist.  The QUAN phase of this study provides a 
clearer picture of those who choose to implement MTWT and what aspects of their 
training or experience seem most salient to their work with IMTPCD.  Extension of this 
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research design to larger samples of ECMT practitioners may be a consideration for 
future work.   
3.3.  Exploratory Sequential Mixed Methods Research in Music Therapy 
There are several examples of exploratory sequential mixed methods in music 
therapy research.  Masko (2013) investigated thoughts and attitudes of music therapists 
and hospice chaplains regarding music therapists’ suitability to provide spiritual support 
at the end of life.  Nemeth (2014) used an exploratory sequential design to investigate 
music therapists’ personal attributes pertinent to their work with child clients, with a 
focus on identifying components of relationship building.  In both Masko’s (2013) and 
Nemeth’s (2014) research, interviews (QUAL phase) resulted in the development of a 
survey (interim phase) that was disseminated to music therapists (QUAN phase). 
3.4.  Qualitative Data Collection 
A review of the literature related to qualitative data collection is warranted. 
3.4.1.  In-Depth Interview 
In-depth interviewing involves providing the interview participant with an 
opportunity to reflect on a past experience (Seidman, 2006).  Narrating these reflections 
gives the interviewee the opportunity to create a beginning, middle, and end for the 
experience (naturally reflected in this study by virtue of the structure of the music therapy 
session).  Meaning-making is integral to the in-depth interview (Seidman, 2006; Van 
Manen, 1990).  Interviewing provides access to first-hand, retrospective accounts of 
participant’s behavior, as well as their thoughts about their behavior, which are key 
components of meaning-making (Seidman, 2006).  Although reflection may lead to 
meaning-making for the participant in the context of this session, the primary aim of the 
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interview in this study was to identify the thought processes that are related to the 
decisions the music therapist made.  Therefore, generalizations of similar decision-
making process used in other sessions conducted by this therapist may not be possible.   
The data collection method in this study followed Charmaz’s (2006, 2014) 
intensive interviewing guidelines.  According to Charmaz (2006), “intensive interviewing 
permits an in-depth exploration of a particular topic or experience and, thus, is a useful 
method for interpretive inquiry” (p. 25).  Interviews were conducted using a video recall 
procedure; that is, participants reviewed a session in which they provided music therapy 
to a parent/caregiver-child dyad.  
Interviews are often primary sources of data in qualitative research, including 
research using grounded theory methodology.  Interviews provide access into the 
subjective experience of the participant while transcending the barriers of time and 
location (Perakyla, 2005).  Magee and Burland (2008) employed interviews of music 
therapists in a study regarding the use of technology in the music therapy session.  In the 
study by Magee and Burland (2008), video examples of the music therapists’ own clinical 
work were the focus of the interviews.  In this study, music therapists were interviewed 
regarding their clinical decision-making during a single session.  
This study employed several open-ended questions designed to facilitate 
therapists’ description of their clinician decision-making process.  The researcher script 
and guiding questions for the QUAL phase data collection can be found in Appendix B. 
3.4.2.  Video Recall in Research  
Video recall procedures were used in this research to facilitate the interviews.  
Video recall procedures (Welsh & Dickson, 2005) are useful for assisting respondents in 
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recalling their subjective experience at a specific time and place. In video recall 
procedures (Welsh & Dickson, 2005), participants watch video in small increments (20–
30 seconds) and share their thoughts and feelings in the pause that occurs after the 
segment (Welsh & Dickson, 2005).   
In a study by Ohr, Vidair, Gunlicks-Stoessel, Grove, and La Lima (2010), video 
recall protocols were used to guide clinical interventions in an effort to reduce family 
stress.  Mothers rated their mood after viewing a recorded interaction of an authentic 
(natural setting) stressful situation with their toddler (Ohr et al., 2010).  They were asked 
to report their retrospective and current cognitions about the event (Ohr et al., 2010).  The 
video recall research methodology reference by Ohr and colleagues (2010) used the 30-
second view-and-pause method described by Welsh and Dickson (2005).   
In a study by Magee and Burland (2008), the interviews with the music therapists 
consisted of the participant and researcher watching the video of the clinician’s work 
together and stopping the video at any time the participant wanted to describe a 
technique. Bae’s (2011) research described previously used the Think Aloud Protocol 
(Ericsson & Simon, 1981) to encourage the participant to verbalize their thought 
processes after an event using a prompt, such as a video of the event (Ericsson & Simon, 
1981).   
Similarly, this study employed a video recall procedure: video of the 
interviewee’s session with a parent/caregiver-child dyad engaged in music therapy using 
MTWT was viewed by the interviewee and researcher.  Following the model described 
by Welsh and Dickson (2005), the video was stopped frequently to attend to the decision-
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making that occurred in small increments of the session.  Appendix E, the Interview 
Guide, details this process.  
3.5.  Grounded Theory Methodology of Data Analysis 
This research used grounded theory methods to collect and analyze the QUAL 
data.  A review of grounded theory, ground theory’s positioning within constructivist and 
pragmatic paradigms, and a summary of the relevant music therapy research that 
employed grounded theory methods of analysis is necessary. 
3.5.1.  Grounded Theory Methods 
This study employed Charmaz’s (2014) constructivist grounded theory (explained 
below).  The constructivist paradigm provides structure to the QUAL phase of this 
exploratory sequential mixed methods research design, from data collection through 
analysis, thus creating continuity between paradigm and research methodology.  Using 
constructivist grounded theory methods in the QUAL phase allows the researcher to get 
as close as possible to the experience of the clinician in order to determine their decision-
making processes.  It is through in-depth interaction (interview) with stakeholders (music 
therapists who are MTWT providers working with parent-child dyads) that a narrative 
can develop.  The narrative describes the clinician’s decision-making process, which 
requires reflection and meaning-making (Charmaz, 2014).  This study is intentionally 
designed to query music therapists who are also MTWT providers.  Since this focus does 
not include all of the possible decision-making processes of all music therapists working 
with parent-child dyads, certain themes or important information may be limited; 
however, the design of the current study provides a template for future research.   
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Glaser and Strauss (1967) defined grounded theory as the discovery of theory 
from the comparative analysis of data.  In grounded theory, the data comprise text, often 
interviews, which are coded (grouped into categories) (1967).  In-vivo codes are words or 
phrases used by participants and not constructed by the researcher (Corbin & Strauss, 
2008).  Axial codes show connections between two or more concepts (Corbin & Strauss, 
2008).  Bergman (2010) observed that strategies for coding vary between Strauss’s 
systematic and reliable techniques and Glaser’s consideration of interpretive and 
contextual factors.  Corbin and Strauss (2008) recognized the role of lived experience 
(the idea that events in the life of the researcher shape the researcher’s approach to 
research) in the constructivist viewpoint: 
(E)xperience must be located within and can’t be divorced from the larger events 
in a social, political, cultural, racial, gender-related, information, and 
technological framework and therefore these are essential aspects of our analyses.  
(p. 8) 
3.5.2.  Constructivist Grounded Theory 
Charmaz (2006, 2014) expanded upon the discussion of experience by Corbin and 
Strauss (2008) to include the importance of the co-creation of the lived experience of the 
research participant and researcher as a result of the inquiry process.  Grounded theory 
methodology, as described by Charmaz (2006, 2014), manifests a constructivist 
epistemology, ontology, and axiology.  Charmaz (2006) defined constructivist grounded 
theory methods as consisting “of systematic, yet flexible guidelines for collecting and 
analyzing qualitative data to construct theories ‘grounded’ in the data themselves” (p. 2).  
Multiple realities exist and the emergence of a model of practice, theorized outcomes, or 
theory can only occur by holding the tensions between these realities.  Charmaz (2006) 
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further explained constructivism in grounded theory this way:  “A constructivist approach 
places priority on the phenomena of study and sees both data and analysis as created from 
shared experiences and relationships with participants” (p.130).   
3.5.3.  Grounded Theory Development 
In studies employing constructivist grounded theory methods, data are gathered 
by observing the phenomenon and interacting with respondents (Charmaz, 2006, 2014).  
The data consist of interviews, memos, and other materials that are coded, categorized, 
and distilled into descriptive statements of the phenomenon (Charmaz, 2006).  These data 
are analyzed throughout the research process, and may lead to a refinement, change, or 
addition to the research question (Charmaz, 2006).  Codes and categories emerge from 
engagement with the data; memos written by the researcher allow for reflection in the 
analysis process.   
According to Haslbeck (2012), grounded theory methodology “allows an in-depth 
investigation of interactions, behaviors, and experiences, as well as individuals’ 
perceptions and thoughts about them” (p. 208).  This constant comparison of data is an 
integral component of grounded theory methods.  The end result of a grounded theory 
study is the articulation of a theory. Music therapy research includes grounded theory 
methods.  O’Callaghan (2012) provides guidance for music therapy researchers for 
designing and evaluating research conducted using grounded theory methods. Aigen 
(2008) reviewed qualitative music therapy research reports for the period 1987–2006 and 
found five grounded theory studies.   
According to Charmaz (2014), grounded theory analysis is defined by nine 
characteristics: 
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1. Conduct data collection and analysis simultaneously in an iterative process 
2. Analyze actions and processes rather than themes and structure 
3. Use comparative methods 
4. Draw on data (e.g., narratives and descriptions) in service of developing new 
conceptual categories 
5. Develop inductive abstract analytic categories through systematic data 
analysis 
6. Emphasize theory construction rather than description or application of 
current theories  
7. Engage in theoretical sampling 
8. Search for variation in the studied categories or process 
9. Pursue developing a category rather than covering a specific empirical topic 
(as cited in Charmaz, 2014, p.15) 
The grounded theory method of analysis is a multi-layered process with many 
steps (i.e., research studies) between posing the research question and developing a 
theory.  Daveson, O’Callaghan, and Grocke (2008) provide a clear description of three 
precursors to theory development: description, model of practice, and theorized 
outcomes.  In description, researchers recount “an experience, activity, or object that has, 
or may occur” (p.282).  The next step in grounded theory methodology is to develop a 
model of practice, which is a representation “of phenomena which bear similarity to 
something else” (p. 282).  Finally, theorized outcomes emerge from “a therapist’s 
reflection on clinical practice, personal experiences, and theoretical principles” (p. 282).  
Theorized outcomes are useful for providing context to, and promoting the practice of, 
music therapy clinical practice (Daveson et al., 2008).  The result of this research is a 
description of the phenomenon of clinical decision-making currently being done by 
music therapists who implement MTWT with parent-child dyads.  It is anticipated that 
this may lead to the development of a model of practice (Daveson et al., 2008). 
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3.5.4.  Constructivist Grounded Theory Data Analysis Process 
Transcripts of the interviews were subject to a series of coding processes in 
accordance with constructivist grounded theory data analysis methods (Charmaz, 2014) 
3.5.4.1.  Coding process.  Initial coding studies data fragments (small sections of 
the transcribed interview) for potential as analytical utility (Charmaz, 2006, 2014).  As 
coding of the interview texts progresses, in vivo codes emerge (Charmaz, 2006, 2014) as 
the product of initial coding.  In vivo codes function as vehicles for condensing the 
meaning of the data.  The second phase, focused coding, occurs after initial coding.  In 
focused coding, the resulting codes from the initial process are compared to the larger 
body of data (Charmaz, 2006, 2014; Mertens, 2015).  This means that the codes created 
from one interview are compared to the codes created for each of the other interviews. 
Subcategories of the original primary categories are created by focused coding results 
(Charmaz, 2006, 2014).   
Theoretical coding is the third phase of coding.  Substantive codes from the 
previous focused coding are analyzed for relationships between the categories (Charmaz, 
2006, 2014).  Theoretical codes propel the analytical reconstruction of the phenomenon 
by providing clarity to the data; the codes are grouped with like terms known as 
“conceptual families” (Charmaz, 2006, 2014).  Theoretical coding is followed by 
theoretical sampling in which the researcher constantly compares the data to the themes 
that emerge from codes and memos both to the original research question and to 
questions that emerge in the process of data analysis.  Theoretical sampling precedes 
theory reconstruction (Charmaz, 2006, 2014).  It is important to note that the QUAL 
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phase of this study did not proceed to the level of theory reconstruction due to the 
constraints of the available data.  Further discussion of this takes place in Chapter 4. 
3.5.4.2  Strategies for coding.  Charmaz (2006, 2014) outlines strategies for each 
coding phase.  Initial coding identifies a particular respondent’s points of view about a 
specific concept (for example, the role of songs without words on a particular aspect of 
the parent-child relationship).  Initial coding uses words that reflect action or movement 
and are often gerunds (action words ending in “ing”).  Charmaz (2006) suggests coding 
be done word-by-word and line-by-line, thus preserving the respondent’s words as much 
as possible.   
Focused coding groups the codes created in the initial phase by combining like 
codes or results in further separation through clarifying codes (Charmaz, 2014).  For 
example, in this study, categories “offering drum” and “offering shaker” were combined 
into a single category titled “offering instruments.”  A note about the coding structure of 
Dedoose, the software used to manage data analysis for this research (Dedoose.com): the 
coding structure allows for multi-tiered coding across any coding “families.”  For 
example, parent, child, and grandchild codes each can be linked across any level.  
Chapter 4 provides more information on this data management strategy.  
Theoretical coding strategies include organizing the codes into families based 
around some shared characteristics (Charmaz, 2006, 2014).  Glaser (in Charmaz, 2006) 
identified eighteen theoretical coding families to provide some structure in this final step 
of organization before theory formulation.  The theoretical coding families are as follows:  
causes, contexts, contingencies, consequences, covariances, conditions, degree, 
dimension, interactive, theoretical type, identify-self, means-goals, cultural, and 
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consensus (Charmaz, 2006).  According to Charmaz (2006), this list of coding families is 
not exhaustive.  However, in the final analysis, the definitions of the codes should be 
derived from the data (Charmaz, 2006, 2014).  For this study, clustering and memos were 
the primary theoretical coding strategies (Charmaz, 2006, 2014). 
3.5.4.3.  Clustering.  Clustering is a graphical representation of the relationship 
between codes in order to better understand how the data answer the phenomenon under 
consideration (Charmaz, 2014).  Clustering is meant to be a “tentative and alterable chart 
of map” (Charmaz, 2014, p. 184).  Through clustering, the researcher has a greater 
understanding of the narrative embedded within the data.  Clustering is followed by 
memo writing (Charmaz, 2014). 
3.5.4.4.  Memos.  Memos are an integral component of grounded theory analysis, 
and are used in this study to explicate the links between the categories and subcategories 
(Charmaz, 2014).  Researchers write memos to record thoughts about the data being 
coded.  Connections between sets of data (different interviews) are recorded and explored 
in greater detail in memos (Charmaz, 2014).  Memos serve as guideposts for how the 
researcher began with one idea (i.e., initial coding), and ended with theory reconstruction.  
Charmaz (2014) encourages researchers to use memo writing to explore the data, identify 
codes, link data with analysis and report writing, and develop a style of writing suitable 
for narrative writing.  Charmaz (2014) states that memos serve the additional function of 
ensuring the quality of the data by providing outside observers with a method of 
reviewing the data—if, after review of data and memos, an outside investigator reaches 
the same conclusion as the researcher, the research is said to have met the criterion of 
credibility.  A discussion of data quality takes place below. 
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Figure 2 shows the relationship between memo-writing, coding, and the resulting 
theory reconstruction.   
 
Figure 2.  Coding visualized.  Initial coding, including the creation of in vivo codes, 
precedes focused coding.  Theoretical coding and sampling organizes the codes and data 
into categories.  Memos written during each phase of coding provide a record of the 
analysis process.  The end result of grounded theory method of analysis is theory 
reconstruction.   
3.5.5.  Qualities of the Data  
Theory generation in grounded theory is conducted by expressing the themes 
garnered from the data (Mertens, 2015), in other words, the theory is constructed by the 
data.  The data are generated, in part, by the interaction between the respondent and 
interviewer.  In a constructivist paradigm, the process of analyzing the data into theory 
requires that the data have the following qualities:  credibility, originality, resonance, and 
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usefulness (Charmaz, 2005, 2006).  These criteria are offered in response to discussion by 
Glaser and Strauss (1967) regarding the validity of data with respect to credibility, 
plausibility, and trustworthiness (Location 3676).  
3.5.5.1.  Credibility.  Credibility refers to the researcher’s familiarity with the 
phenomenon under investigation, the amount of information that allows the researcher to 
make comparisons and assert claims, and the existence of sufficient evidence to ensure 
agreement by an independent evaluator (Charmaz, 2005, 2006).  Criteria for credibility 
include a thick and rich description of the context in which the study occurred, a sense of 
the research being both properly explained and resonant with the reader, and clearly 
stated areas of uncertainty and findings (Miles, Huberman, & Saldaña, 2014).   
Data credibility is established when there is consistency between the way 
respondents and researchers perceive the phenomenon under investigation (Mertens, 
2015).  Steps for establishing credibility of the data include “prolonged and substantial 
engagement, peer debriefing, member checks, negative case analysis, progressive 
subjectivity, and triangulation” (Mertens, 2015, p. 268).   
3.5.5.1.1.  Prolonged and persistent engagement.  The researcher maintained 
prolonged and persistent engagement in two ways:  (a) interviews went at the 
respondent’s pace and were not held to a strict time schedule, and (b) video of the client 
session was reviewed both carefully and slowly with the respondent, and independently 
by the researcher. 
3.5.5.1.2.  Peer debriefing.  A peer with knowledge and experience in music 
therapy with parent-child dyads, ECMT, and the MTWT program participated in peer 
debriefing for this research.  The peer provided valuable feedback regarding the direction 
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of coding early in the data analysis process and later on the final narrative statements of 
the interview data.  
3.5.5.1.3.  Member checks.  Interview respondents were given two opportunities 
to provide feedback to the researcher.  The first was the opportunity to check the 
accuracy of the transcription of the interview; all three respondents gave feedback which 
resulted in no changes to the transcripts.  The second opportunity was the final data 
reduction: two members provided feedback which resulted in no changes to the final data 
reduction; the third respondent was offered several opportunities to participate.   
3.5.5.1.4.  Negative case analysis.  According to Mertens (2015), a negative case 
analysis is useful upon discovery of data that do not fit the hypothesis.  The working 
hypothesis of this research was a process of uncovering music therapists’ processes in 
clinical decision-making.  The nature of this exploratory sequential inquiry was 
precipitated by the dearth of literature in music therapy clinical decision-making with 
parent-child dyads using the MTWT program.  A negative case analysis was not 
conducted due to the absence of a model of clinical decision-making, and, therefore the 
presence of a case that does not fit the model.  Future research in this area may result in a 
model of clinical decision-making in ECMT with parent-child dyads which then could 
provide opportunity for negative case analysis.  Music therapy, as a discipline, will 
benefit from future negative case analysis. 
3.5.5.1.5.  Progressive subjectivity.  Progressive subjectivity is a process in which 
the researcher continually remains engaged with his or her own motives, emotional 
investments, and biases.  For example, given the researcher’s investment in MTWT as 
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developer of the program and Music Together employee (see Appendix A), maintaining 
engagement in a process of progressive subjectivity is important.   
3.5.5.2.  Transferability.  Transferability relies on thick description and multiple 
cases (Mertens, 2015).  The number of cases in the QUAL phase of this research was 
limited by the number of available videos (N = 3); all of the clinicians with videos of a 
music therapy session on file with Music Together Worldwide were interviewed.  This is 
an acknowledged limitation of the research.  A discussion of limitation takes place in 
Chapter 4. 
3.5.5.3.  Dependability.  Memos provide a logical, traceable path for the analysis.  
Mertens (2015) suggests a dependability audit to be conducted “to attest to the quality 
and appropriateness of the inquiry process” (p. 272).  Charmaz (2014) does not address 
the concept of dependability directly, however she does guide the researcher on the 
assessment of processes in a setting that inform the data analysis of this research:  
 From whose point of view is a given process fundamental?  From whose point 
of view is it marginal? 
 How do the observed social processes emerge?  How do participants’ actions 
construct them? 
 Who exerts control over these processes?  Under what conditions? 
 What meanings do different participants attribute to the process?  How do 
they talk about it?  What do they emphasize?  What do they leave out?  
 How and when do their meanings and actions concerning the process change? 
(Charmaz, 2014, p. 34) 
3.5.5.4.  Confirmability.  The implementation of a confirmability audit of the 
data to ensure the results are logically connected to the source data are suggested by 
Mertens (2015) and Miles and colleagues (2014).  Conclusions can be confirmed by 
following the chain of evidence.  The peer with experience in ECMT, music therapy with 
  80 
 
parent-child dyads, and Music Together confirmed that the final data analysis was 
plausible. 
3.5.5.5.  Transformative.  Qualitative data is assessed on its fairness and 
authenticity within a variety of social constructs (Mertens, 2015).   
3.5.5.5.1.  Fairness.  Data is considered fair when the researcher considers the 
values ascribed to the constructions revealed in the data in relation to how the data was 
collected from the respondent (Mertens, 2015).  In this study, the data was collected by 
direct contact with the respondent; the respondent was engaged on three occasions 
(interview and two member checks).   
3.5.5.5.2.  Ontological authenticity.  Research is considered to have ontological 
authenticity when the “individual’s or group’s conscious experience of the world became 
more informed or sophisticated” (Mertens, 2015, p. 273).  In this research, the 
engagement of the respondents in the QUAL phase allowed for the possibility for their 
own growth as a clinician as a result of time spent in reflection and discussion of their 
clinical practice. 
3.5.5.5.3.  Community.  Mertens (2015) states that the researcher should be able 
to relate to the community in which the research takes place.  The researcher’s reflexivity 
(Appendix A) firmly situates the researcher within the community of the researched.  A 
study is considered useful when the analytic categories suggest a generic process or 
processes (Charmaz, 2006).  Consistent with constructivist paradigm, a mixed method 
study’s usefulness is determined by the extent to which it contributes to knowledge and 
an improved world (Creswell & Plano-Clark, 2011; Creswell, 2014).  The pragmatist 
paradigm, however, is concerned with the utility of the outcome of the study: how will 
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the study results affect the stakeholders (i.e., MTWT providers) (Creswell & Plano-Clark, 
2011; Creswell, 2014). 
3.5.5.5.4.  Attention to voice.  The question of providing access to the academy 
for marginalized communities is one raised by Mertens (2015) in the discussion of data 
quality.  Through this research, music therapists were encouraged to reflect on their 
clinical decision-making processes.  They expressed gratification at being able to talk 
about their work for two reasons:  (a) these music therapists work with families who do 
not receive adequate representation in society due to circumstances beyond their control 
(ill health, congenital and acquired disabilities, and low socio-economic status), and (b) 
clinical decision-making in music therapy does not yet have the attention of the field 
despite its primacy in the profession. 
3.5.5.5.5.  Positionality or standpoint epistemology/critical reflexivity.  In 
accordance with Mertens’ (2015) assertion that researchers cannot ascertain the truth of 
each context, this researcher positions the research within the context of the respondents’ 
truth as they chose to share it.  This research is situated within a constructivist paradigm 
that relies on the participation of music therapists’ willingness to share their processes of 
clinical decision-making in order to best understand this phenomenon.  At no point does 
this research represent the totality of clinical decision-making in ECMT with parent-child 
dyads. 
3.5.5.5.6.  Reciprocity/sharing the perquisites of privilege.  In accordance with 
the approved IRB protocol, respondents were not compensated in any way, nor were they 
required to participate.   
  82 
 
3.5.5.5.7.  Catalytic authenticity.  Research needs to have an authentic effect on 
the community being researched (Mertens, 2015).  Data from grounded theory studies 
should resonate both with the participants and with the larger community that receives 
the information (Charmaz, 2005).  Additionally, there need to be links between larger 
collectives and the individual lives affected by the phenomenon (Charmaz, 2006).  In a 
study that has resonance, the researcher’s findings make sense to others who experience 
the same phenomenon (Charmaz, 2006).  For the purposes of this study, attempts to 
identify possible similarities in the decision-making processes between clinicians, or 
document the apparent diversity of processes, will provide the links required to achieve 
resonance.  A discussion of the hoped-for change to the ECMT community will take 
place in Chapter 6.  
3.5.5.5.8.  Praxis or social change.  The question of praxis or social change 
raised by Mertens (2015) highlights the position of privilege that the researcher holds.  In 
the case of this study, the researcher maintains a connection with the researched beyond 
the duration of the research.  Research in grounded theory should, according to Charmaz 
(2006), “challenge, extend, or refine current ideas, concepts, and practices” (p. 182).  The 
results of this research may lead to changes in how the MTWT program develops in order 
to better address therapists’ ability to consider and articulate their clinical decision-
making.  
3.6.  Interim Phase: Instrument Creation 
According to Creswell (2015), the intent of the exploratory sequential mixed 
methods research design is “for the quantitative data results to refine and extend the 
qualitative findings by testing out an instrument, develop a typology or classification, and 
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identify procedures for an experimental intervention from the qualitative findings” (pp. 
546-547).  In exploratory sequential mixed methods research, data mixing occurs at the 
end of QUAL data analysis and terminates with the development of an instrument that is 
then used to collect QUAN data.  The survey created for the QUAN phase of this project 
is specific to the results of the grounded theory findings of the interviews conducted in 
the QUAL phase.  
Crede and Borrego (2013) provide an exemplar for the process of converting 
QUAL data analysis to survey items.  Through both deductive and inductive methods, 
Crede and Borrego (2013) suggest linking QUAL data examples with a descriptive 
construct prior to creating survey items.  While Crede and Borrego employed a five-point 
Likert-type scale using strongly disagree to strongly agree, a different set of qualifiers 
was chosen for this study in order to assess level of belief: 1 is untrue of what I believe 
and 5 is true of what I believe.  The choice of this scale highlights the relationship 
between music therapists’ clinical decision-making process as a function of belief rather 
than simple agreement.   
3.7.  Quantitative Data Collection 
Surveys are used to gather self-reported attitudes, perceptions, or behaviors 
(Mertens, 2015).  Surveys have been used in music therapy research to identify clinical 
practice and training needs for music therapists serving clients with autism spectrum 
disorder (Kern, Rivera, Chandler, & Humple, 2013) and to survey music therapists’ 
preferred song writing practices (Jones, 2006).  Music therapy educators were surveyed 
on their knowledge of feminist pedagogy (Hahna & Schwantes, 2011) and the stance of 
undergraduate music therapy programs regarding personal therapy for students 
  84 
 
(Gardstrom & Jackson, 2011).  The simple descriptive survey seeks to complete a similar 
function: to describe the current state of practice of music therapy for those therapists 
who use MTWT with parent-child dyads.  Simple descriptive surveys are meant to be 
administered once in order to assess the characteristics of a group at a particular point in 
time (Mertens, 2015).  In addition to assessing respondents’ strength of belief (statements 
from the QUAL data analysis), the survey also queried music therapists on their level of 
education, years in practice, years with ECMT, length of time as MTWT provider, and 
strength of their relationship with Music Together Worldwide.   
3.8.  Summary 
This study asks the question:  What is the process of clinical decision-making for 
music therapists who use MTWT with parent-child dyads in individual music therapy 
sessions?  The literature review addressed some of the diverse topics that inform this 
question.  An exploratory sequential research design integrates the in-depth interview 
data from the QUAL phase and the descriptive data from the QUAN phase.  By 
approaching the research question through the dual lenses of systems theory and family 
therapy theory, factors were identified that may be useful to music therapy practice.   
The literature supports the decision to make use of an exploratory sequential 
mixed methods research design (Creswell, 2014; Creswell & Plano-Clark, 2011).  
Precedence exists for analyzing QUAL data using grounded theory methods (Charmaz, 
2006; Mertens, 2015).  Grounded theory methods have been employed in music therapy 
research to address various research questions (Aigen, 2008; Edwards & Kennelly, 2004; 
Haslbeck, 2012; O’Callaghan, 2012; Pasiali, 2012a).  By choosing an exploratory 
sequential mixed methods study design (QUAL data collection and analysis followed by 
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instrument creation, and concluded by QUAN data collection and analysis), a pragmatic 
commitment has been made to the methods that will best answer the research question 
(Creswell, 2014; Creswell & Plano-Clark, 2011).  Further, by articulating a constructivist 
approach to research, the researcher situates herself within a philosophical paradigm that 
assumes that the co-creation of themes, which may lead to theory formation, relies on the 
participants’ willingness to engage in the inquiry process.   
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CHAPTER 4:  QUALITATIVE DATA COLLECTION, FINDINGS, AND 
ANALYSIS  
4.1.  Data Collection 
This study was approved by the Drexel Institutional Review Board (Appendix B) 
and the Music Together Worldwide Director of Research Department (Appendix C). The 
specific aim for the qualitative (QUAL) strand was to ascertain retrospectively the 
clinician’s decision-making process when working in the moment with the parent-child 
dyad to reveal themes relevant to clinical decision-making.  The qualitative data analysis 
was accomplished using grounded theory methods described by Charmaz (2014). 
Charmaz’s constructivist perspective was most appropriate for answering the questions, 
as no “truth” currently existed for understanding clinical decision-making for music 
therapists who work with individual parent-child dyads using MTWT.   
Chapter 4 begins with a description of the investigational methods and procedures 
(Section 4.1).  The findings of the interviews with music therapists who are MTWT 
provider are reported in Section 4.2.  Analysis of the findings occurs in Section 4.3.  
Discussion of the qualitative analysis (Section 4.4) concludes this chapter.  
4.1.1.  Investigational Methods and Procedures 
4.1.1.1.  Recruitment/Enrollment.  Recruitment for this study drew from the 
Music Together Worldwide database of enrolled and formerly-enrolled MTWT providers 
who had video of their work with parent-child dyads archived at Music Together 
Worldwide.  Participants who declined or did not meet inclusion criteria were not 
included in the QUAL phase of the study.  Choosing not to participate in QUAL data 
collection did not change a MTWT provider’s relationship or standing with Music 
Together Worldwide.  While all current and former MTWT providers who had video of 
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their work with parent-child dyads archived at Music Together Worldwide were invited 
to participate in the semi-structured interview, those who did not respond to invitations to 
participate were not enrolled in the study.   
Eligible music therapists were invited to participate in the QUAL phase of the 
IRB-approved study.  The initial invitation was emailed to the eligible music therapists.  
Reminders were sent one week, three weeks, and five weeks after the initial invitation.  
Once an eligible participant indicated interest in participating in the interview, an 
enrollment meeting with the researcher in person or via online video chat occurred to 
review the consent form.  The full procedure is detailed in the QUAL Phase Recruitment 
Guide (Appendix D). 
4.1.1.2.  Informed consent.  The informed consent processes conformed to the 
Human Research Protection program implemented at Drexel University.  Participants 
were given the informed consent form (Appendix B) two weeks before the interview.  
The informed consent was reviewed and signed by the participants and the researcher at 
the time of the interview.  MTWT providers (current and former) who participated in the 
study were not incentivized in any way beyond the potential benefit of having the 
opportunity to engage in reflection on their own practice.  
4.1.1.3.  Data management.  The identities of parent and child in each video 
reviewed for the QUAL data collection was known only to the researcher and 
participating therapist; there is minimal risk of loss of anonymity.  There was no risk to 
parents and children as the video analyzed came from the Music Together Worldwide 
archives.  All data were kept secure in password protected electronic form with redundant 
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password protected backup on an external hard drive.  Data were de-identified.  Access 
was granted only to the researcher and CITI-certified dissertation advisors.   
4.1.1.4.  Participants.  Participants (N = 3) were board certified music therapists 
(MT-BC), with a minimum of 10 years of experience, who were all current or past 
MTWT providers at the time of the interview.  All three were women with master’s or 
doctoral degrees.  The women identified as Black, Caucasian, and Latina.   
4.1.1.5.  Clinical context.  The three clinical contexts in which the videotaped 
sessions took place are summarized here.  Each session included a mother and child.  In 
each case, the child was the identified patient; in some cases the mother had concerns the 
therapist was aware of.  Familial concerns included language barriers, access to care, and 
living apart from family.  The session reviewed during the interview took place in either a 
residential facility, a hospital, or the family home.  The clinical concerns assessed by the 
therapist included disruptions to the child’s typical development due to health 
circumstances, expressive and receptive communication concerns, motor control, mental 
health concerns, trauma, and effects of extensive hospitalization.   
4.1.2.  QUAL Data Collection  
Data collection via semi-structured interview took approximately 120 minutes for 
each participant.  Interview participants were asked to observe the video of their clinical 
work and narrate their thoughts on their decision-making process.  Participants were 
instructed to pause or back up the video as they needed or wished to.  The researcher had 
the ability to pause or back up the video in order to clarify a decision-making process.  
Questions asked of the participant during the interview were consistent with Charmaz’s 
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(2006) suggested interview questions as well as meaning-making questions offered by 
Seidman (2006) and Van Manen (1990). 
4.1.2.1.  Duration of data collection.  During the interview, participants were 
shown video of a session they conducted with a parent-child dyad.  Both the researcher 
and the participant had the ability to stop the video at any time to discuss the participant’s 
recollections of her thought process at that moment in the therapy session.  The interview 
data included the activities of the therapists’ narration of the session, reconstruction of 
their thoughts, and retrospective reflection of this process.  The in-depth, semi-structured 
interview sought to uncover the following information: 
 Therapist’s recollection of expected reactions by the child to an intervention; 
 Therapist’s recollection of expected reactions by the parent to an intervention; 
and 
 Themes related to the music therapists’ decision-making. 
4.1.2.2.  Data saturation.  Data collection for qualitative research employing 
grounded theory methodology continues until data saturation is reached (Charmaz, 2006).  
Due to the small number of available videos, it was not possible to reach data saturation.  
Because inconsistent data did not emerge, a planned negative case analysis (Mertens, 
2015) did not occur.   
4.1.2.3.  Member check.  Member checks were conducted in two phases.  In the 
first step, each participant was provided with a transcript of their interview to ensure 
accuracy.  Participants were then provided with a summary of their interview and asked if 
this initial review was or was not consistent with their understanding of their own clinical 
work.   
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4.1.2.4.  Peer debriefing/data audit.  An otherwise uninvolved colleague with 
experience in music therapy with families assisted with the researcher peer debriefing.  
Data auditing using de-identified data occurred with an academic supervisor familiar with 
the study and a peer with experience providing music therapy to families (Mertens, 
2015).  This approach is consistent with previous studies in family music therapy (e.g., 
Pasiali, 2010). 
4.2.  Data Findings 
Data analysis was conducted using Dedoose Version 7.0.23, a web application for 
managing, analyzing, and presenting qualitative and mixed method research data (2017).  
Dedoose has a unique naming system for levels of codes.  Highest level codes are called 
parent codes.  Sub-codes under parent codes are known as child codes.  Sub-codes under 
child codes are called grandchild codes.  The coding nomenclature is flexible and 
compatible with coding practices described by Charmaz (2014).   
Figure 3 shows the coding nomenclature used by Dedoose. 
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Figure 3.  Data coding in Dedoose allows for increasing or decreasing level of 
specificity, in accordance with the needs of the researcher.  Compatibility with Grounded 
Theory Methods (Charmaz, 2014) can be described in this way:  (a) initial codes can 
begin as child codes, then be modified into parent codes; (b) initial codes become 
grandchild codes when the need for increased case-specific information is warranted; and 
(c) the researcher controls all levels of coding. 
4.2.1.  Coding Interview Data 
Interviews were transcribed and given to the participant for verification and 
member check.  This is consistent with research practice in music therapy.  Pasiali (2010) 
employed member checks in her initial phase of data analysis of interviews of parents 
who participated in family music therapy sessions.  Following Charmaz’s (2006, 2014) 
process, each interview underwent a process of initial, focused, and theoretical coding.  
The challenge to coding rests in the fact that the data is not strictly about the 
therapist’s experience within the scope of the music therapy session under review.  The 
researcher was also asking about the specific mechanics of the session—to describe the 
processes of the clinician’s thinking (as opposed to the clinician’s feeling) about the 
process.  Therefore, the data collected has more “factual” recounting than is 
Parent code
Child code
Grandchild code
Grandchild code
Child code Grandchild code
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normal/typical for a traditional grounded theory interview.  However, this study satisfies 
the definition of constructivist grounded theory because it is through the conversation 
between the researcher and participant that the processes are revealed for the therapist.  
The interview provides a space and time for the therapist to deeply consider her clinical 
decision-making.  The process of coding, comparing data across interviews, and analytic 
memos allows the researcher to recognize and articulate the patterns that emerge.  
4.2.2.  Initial Coding   
Initial codes are short, descriptive statements that summarize and organize the 
data (Charmaz, 2014).  Initial coding proceeded until all interviews were conducted.  
Because interviews are recounting a participant’s lived experience, initial codes are often 
gerunds (Charmaz, 2014).  The research question directed participants to reflect upon 
their clinical decision-making during the course of the session being watched.  This 
included observational data—the participant reported their observations of the mechanics 
of the session.  For coding purposes, the mechanics of the session did not fit the gerund 
construction.  The observational data was necessary to create the context from which the 
participant was then able to describe her clinical decision-making process.   
4.2.3.  Focused Coding   
Focused coding began after initial coding was completed.  During focused coding, 
attention was paid to similarities and differences, and moments of convergence and 
divergence, in the data across participants.  Focused codes contain various concepts, or 
sub-codes.  These concepts may be initial codes.  The concepts may also be created as a 
result of continued comparison across the interviews. Focused coding resulted in five 
categories: (a) choosing interventions, (b) collaborative nature of relationship, (c) concern 
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for child, (d) dyadic communicating, and (e) time.  Codes are labeled and defined in 
accordance with constructivist grounded theory method: participant language is used as 
much as possible (Charmaz, 2014).  Therefore, the definitions of the codes and associated 
constructs are subject to modification as analysis proceeds.  
Table 2 (see following pages) provides an example of the focused codes with 
corresponding concepts and data excerpts.  Data excerpts were chosen to best represent 
the full complement of concepts for each focused code.  This information provides a 
context for clustering and memoing that occurred in the next phase of analysis.  Peer 
review with members of the dissertation committee was conducted at the completion of 
focused coding.
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Table 2.  Focused Codes with Corresponding Concepts and Data Excerpts 
Focused Code Concepts Data Excerpts 
Choosing interventions Capitalizing on positive 
experience 
He’s looking for it [the guitar] again.  Even though he seemed a 
little passive at first.  Then he perked up and leaned forward….  I 
brought the guitar back because he kept looking for it. (P1) 
 Feeling the music I would assure her that the tones I used would go with the music I’m 
playing so that nothing she played could be wrong, so that really 
helped with [her] confidence as well. (P1) 
 Modeling then including So, that’s what he’s doing.  And mom is reinforcing that.  I really 
worked with her to do hand under hand.  And I can see that she’s 
doing that there.  So, obviously, he’s feeling better in this session. 
(P3) 
 Moving, reinforcing, learning We’re doing the same song, but I think my goals might have been a 
little more physical in having him stay relaxed so that he could 
gesture the beehive with his hands. (P3) 
Just to reinforce….  So sometimes I try to reinforce what they’re 
doing and might even change my plan if they move into some other 
kind of experience that reinforces some of our goals—to go with 
that. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Musical construction You can really hear him laugh.  I can tell this is after that [the 
previous video].  He loved chants.  He was a chant boy.  He loved 
“Jack Be Nimble”.  And I really like using “Jack Be Nimble” for 
music therapy because it had such a great build up to it.  It really 
gave his mind time to say “ooooooo”, and it was a fun way for him 
to say, “We’re getting ready!  I know what’s coming next”.  And I 
can already hear by the high pitch of his laughter that he’s feeling 
well and he’s going to really engage in this song. (P3) 
 Offer instruments It also might not be comfortable for him.  His hips had to be really 
widely externally rotated, so I wasn’t sure if that was uncomfortable 
for him, or if he was looking to try to turn it over.  So I am also 
trying to encourage him to play. (P1) 
 Offer props I think we were working on him letting go and holding on [to 
instruments] on command. I would sing “can you put your 
instruments away,” and I think we had just finished the drumming 
song.  We did the drumming song, and I would kind of use the song 
as a cue to let him know that it was time for him to let go.  Which 
was, again, important for him to know because he’s working on the 
brain connect of “I’m telling my hand to let go, and I need to let go 
now.” (P3) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Provide materials She (Mom) was very diligent about coming and working on it, and 
asking questions, and “Could I… where could I get this instrument? 
Where could I get a drum for [the child]? Oh, she seems to like the 
shaker, where could I get that?”  She really seemed to want to do 
all she possibly could to help her develop as fast as she could.  So 
that there was a sense of urgency that I think filtered into my own 
thinking and our decisions about strengthening this relationship. 
(P2) 
 Pull back stimulation I pulled back all the stimulation and sang lullabies and worked on 
sensory integration with him then. (P1) 
Collaborative nature of 
relationship 
Building trust And that helps because I want him to know that I see him, that I 
hear him, and that I am there. (P1) 
 Communicating with child I am completely present; if he shows something like that [interest in 
the guitar], I want to capitalize on it. (P1) 
 Communicating with mother …mostly when she was there, I wanted to empower her as a parent. 
(P1) 
 Concerns for mother We were really trying to… Mom was very… there was no question 
that she loved her little girl.  She was very caring, but she was 
really very sick herself—was in and out of hospitals. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Encouraging participation So I am also trying to encourage him to play and trying to 
encourage him to manipulate things to get back to his desire to 
want a sense of mastery and control of his environment, of his 
body—things like that.  I was just trying to expose him to these 
things. (P1) 
 Exposing I didn’t expect much to happen.  If he likes it, great!  It’s a lot of 
trial and error to see what they gravitate toward.  If they like it.  If 
he tries it again, it would just maybe give him an idea of what to do 
with it. (P1) 
 Interpreting cues from child His cue to me that he was engaged in it… he would lift up his arms, 
and, of course, the smile.  Of course, his eyes, his eyebrows.  And 
that to me was a regular expression he would do when I knew he 
was getting engaged in the song.  That was usually my cue that OK, 
he’s on board, he’s in the moment, participating in the experience 
of the song. (P3) 
 Mother as advocate This is mom.  She knows him best.  She’s mom through and through.  
I’m never going to replace that, nor should I try. (P1) 
 Mother-directed intervention I also gave her things that she could do when I wasn’t there that 
were totally appropriate for him. (P1) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Offering choices I tried to give opportunities to offer something, and then offer it 
again, and offer it again.  It’s just age appropriate.  Just come back 
around and try it again.  Something that’s familiar.  I like to offer 
instruments and offer them and not take them away before they’re 
ready. (P1) 
 Redirecting child We’re hoping to move [the child] closer to Mom so that there might 
be some interaction.  [The child] will have to do it standing up…. 
(P2) 
 Supporting healthy 
development 
…trying to encourage him to manipulate things to get back to his 
desire to want a sense of mastery and control of his environment, of 
his body—things like that. (P1) 
 Supporting mother Mom really responds well.  She doesn’t do a lot of that on her own, 
but cause I think, yeah, she’s just in her own pain.  She was just in 
her own pain, but when she has the opportunity, and when she has 
the support, she just really responds.  We were really just so 
encouraged by the work that she did. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Working with mother We’re hoping that we can figure out, and I didn’t know that Mom 
wouldn’t be able to be on the floor, of course, until she came in.   
So, we’re figuring out—how we can get some interaction.  
[Mom] pushed [child] in a stroller a lot.  And part of what these 
sessions did was to get [child] out of that stroller and request that 
Mom really interact in a much more physically and emotionally 
nurturing way.  So that’s why this song, that it comes at the end of 
the session mimics how you can end your day. (P2) 
Concern for child Abilities lost I had to even scale so much back to like a newborn infant type of 
stuff.  Working with just lullabies. (P1) 
 Disruption to development He also, at this age, should have been not as interested with putting 
things in and out.  Because he was delayed, I wanted to encourage 
that.  He liked to put things in and out and have this bucket. (P1) 
 Expressive communication  We worked on that and just trying to recognize when he laughed—
what he was feeling so that he could duplicate it. (P3) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Hand control Here’s something good, too.  He was relaxed enough that mom 
could do counting with him.  In the other one [previous video], he 
was not able to, so our goals here are a little more… at step… 
maybe they were at the next level.  OK, he knows that 1,2,3,4,5 is 
what we want to him to be relaxed enough to that I’m showing that 
1,2,3,4,5 on my hands.  Mom is reinforcing that, during this part, 
we are going to move our fingers. (P3) 
 Living in the hospital I was the music therapist for both of them, because I also gave her 
things that she could do when I wasn’t there (in the hospital) that 
were totally appropriate for him.  When his family and older 
siblings came, they would play the CD, and the family got to know 
the music. (P1) 
 Medically fragile It’s also his activity tolerance is low, so we are trying to pace what 
we do without exhausting him too much, but also hopefully 
increasing his endurance. (P1) 
 Motor Oh, the stand up, sit back down?  So that was… this is a melody 
from another song that has that in it, so we related to Dora, which 
is what she came in with.  We use the standup, sit back down, to 
start helping her move herself in space.  Which she was doing pretty 
well, but her muscles were still not developing. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Music development I made the drum into a bucket, and then, when it was empty, we’d 
turn it over and it was a drum.  Just like any other kid would do at 
home.  A bucket would be a bucket, and turn it over and it would be 
a drum.  Instruments and toys were interchangeable.  That’s the 
point. (P1) 
 Respiratory I can tell by his breathing that he was working on a very… he had a 
very bad respiratory infection during this.  That was another hint to 
me that, clinically, I could hear him [being] more noisy in the 
middle of the chant versus the other two times when he was quiet 
most of the chant. (P3) 
 Speech So, we were working on consonants and vowels together.  She’s 
saying block.  She heard us, and she heard [an adult] say block, 
and she said block!  And occasionally we would do that.  We would 
hear her say the word, and really knew that she was taking it in and 
listening. (P2) 
 Transitions Well, we transitioned like we wanted to—to Mommy.  Mommy 
changed her position.  We couldn’t see a lot of that, and we 
changed [the child’s] orientation so she could face Mommy. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Visual tracking I can see more tracking here, and I think that might have been why 
we brought this [chant] back.  I can see, I don’t know if you want to 
rewind back, but I can see him track a little bit, which is why I 
brought back this song.(P3) 
Dyadic communicating Communication: child to 
mother  
That was one of those things that I was thinking, “OK, let’s do 
something that solidifies their having this experience together, not 
only with sound, but with touch.” (P2) 
 Communication: mother to 
child 
So, it’s important for a child to hear their parent’s voice in a 
beautiful context.  Music is important for that relationship. (P1) 
 Facilitating relationship I am wondering about the timing, where we were in the session, 
because this feels like the lullaby that we usually close with.  You 
know, I didn’t think this then, but I’m wondering now… about this 
constant thing in my head about my time with [the child] and 
supporting her….  And Mom’s time and moving the intimacy and 
strengthening the intimacy there. (P2) 
 Family time So I saw that she was engaging with Mom, which is what we 
wanted, and I forgot the little move that she made, but somehow I… 
something made me give her the drum… yeah.  OK.  My thought 
was that she would play with Mom. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
 Relating: parent-child We are moving toward the end of the session.  Lullabies are part of 
a ritual that we had been talking about, just strengthening and 
ritual in their lives.  And so this was one of the ones I was 
demonstrating, and another way for her to communicate effectively 
with [the child] in a positive… what is the word I want… nurturing 
way.  So, with the change in this second verse, Mommy loves [the 
child], she responds to Mommy, she does that all the time.  She 
responds to, seemingly responds to, the word Mommy.  When we 
refer to Mommy, she seems to know that and changes her 
orientation.  So, second verse, I was very deliberate—moving it to 
an intimate communication. (P2) 
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Table 2.  (continued) 
Focused Code Concepts Data Excerpts 
Time  I gotta give him a moment to process everything.  It’s a real lot.  We 
just did a lot over a short period of time. (P1) 
Researcher:  Your rendition of the song, your presentation of the 
song, accommodated his in-the-moment addition need for time.  
You’ve used the musical construction of elongation or ritardando in 
order to create that lengthened space.  
Participant:  Accommodation.  Absolutely. (P2) 
Just to reinforce….  So sometimes I try to reinforce what they’re 
doing and might even change my plan if they move into some other 
kind of experience that reinforces some of our goals—to go with 
that. (P2) 
See if he gravitates toward something a little bit more.  See if it’s 
time to change it up.(P1) 
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4.2.3.1.  Choosing interventions.  The category choosing interventions includes 
all of the actions reported by the therapist that indicate an awareness of the therapeutic 
process and the therapist’s decision to move the process in a particular direction.  This 
direction appears to be guided by the in-the-moment response from the child or parent (or 
dyad together) to the experience that just occurred.  Excerpts in this category include 
items that indicate both the rationale for the clinical decision and the actual mechanism of 
the intervention.  Table 3 defines therapist actions that indicate active clinical decision-
making.
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Table 3.  Choosing Interventions: Therapist Actions Defined 
Concept Definition 
Capitalizing on Positive 
Experience 
How the child’s past positive experience influences the 
therapist’s decision to use the song, chant, or instrument.  
Feeling the Music Attempts to help the child feel the music through the 
simultaneous presentation of physical and auditory input. 
Modeling then Including Decision to model an action or sound (by the child or 
parent) and then including it in the music-making 
experience during the session. 
Moving Reinforcing 
Learning 
Use of movement in the session to reinforce the child’s 
ability to learn the instruction or the song. 
Musical Constructions Use of musical construction in the therapy session to 
address a goal or support the therapeutic process.  
Therapists use a variety of techniques described 
elsewhere.  
Offer Instruments Child and/or parent play instruments—bells, drum, and 
guitar. 
Offer Props Use props (e.g., scarves, parachute) with the child and 
parent during a musical experience.   
Offer Twice in One 
Session 
Indicates recognition of the clinical benefit of repeated 
exposure to a prop or song twice during the course of a 
session.   
Provide Materials Decision to give the parent materials (e.g., instruments, 
recordings, and printed materials) for the dyad’s use 
between music therapy sessions.   
Pull Back Stimulation Decision to limit the stimulation within a music therapy 
session.   
 
4.2.3.2.  Collaborative nature of relationship.  Collaborative nature of the 
relationship refers to the back-and-forth communication between any combination of 
parent, child, or therapist that works toward the clinical goals.  Therapists described 
aspects and reasons for collaborative nature of relationship, which are delineated in Table 
4.  
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Table 4.  Collaborative Nature of Relationship Constructs Defined 
Concept Definition 
Building trust Efforts to secure repeated, positive interactions in future. 
Communicating with child Refers to deliberate therapist actions that communicate a 
message to the child; therapist acknowledges that there is 
a message to the child. 
Communicating with 
mother 
Direct attempt to communicate with mother either by the 
child or therapist. 
Concerns for mother Identified concern for mother’s well-being. 
Encouraging participation Mother or therapist encouraging child participation. 
Exposing Mother or therapist exposing the child to different 
opportunities for growth. 
Following therapist’s lead Refers to instances of mother participation in therapist-
led activities. 
Interpreting cues from 
child 
Therapist or mother interpreting child’s cues. 
Mother as advocate Therapist recognition of efforts of mother to advocate for 
child’s needs or care. 
Mother-directed 
intervention 
Refers to interventions initiated and maintained by 
mother. 
Offering choices Adult offers choices to the child of an instrument or 
activity. 
Redirecting child Refers to efforts to redirect child back to session. 
Repeating interventions 
outside of therapy 
Therapist’s assessment of mother’s follow-through 
outside of session. 
Substitute parent figure Refers to instances when the therapist acts like the 
parent—parent is present, but unable to physically 
engage. 
Supporting healthy 
development 
Adult providing opportunities for child to develop 
necessary developmental skills. 
Supporting mother Refers to the efforts of the therapist to support the mother 
in her role as mother. 
Working with mother Therapist’s acknowledgement of working relationship 
with mother. 
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4.2.3.3.  Concern for child.  Analysis of the interviews indicates that participants 
had a broad range of clinical concerns regarding the child that had an impact on their 
clinical decision-making.  These clinical concerns extend beyond diagnoses and seem to 
suggest a level of awareness of the specific, in-the-moment concerns about the child that 
then directly influenced their clinical decision-making. The analysis suggested the 
concepts delineated in Table 5. 
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Table 5.  Concerns for Child Constructs Defined 
Concept Definition 
Abilities lost Refers to child’s abilities lost due to illness. 
Disruption to development Refers to developmental challenges due to external 
circumstances; can also refer to developmental delays. 
Expressive communication Refers to challenges in child’s expressive 
communication. 
Hand control Refers to child’s ability to control hand to grasp, release. 
Heart condition Child has heart condition. 
Living in the hospital Child lives in the hospital, not at family home. 
Medically fragile Medical conditions significantly affect child’s quality of 
life. 
Motor Child has difficulty controlling movement of arms, legs. 
Music development Refers to child’s delay in tonal and rhythm development. 
Respiratory Refers to respiratory concerns. 
Restricted to his room Refers to lack of autonomy of movement through 
environment. 
Separation anxiety Refers to distress experienced by child when parent is not 
present. 
Speech Refers to interventions specific to development of 
expressive communication. 
Transitions Ending one experience, beginning another. 
Trauma Refers to several types of trauma (e.g., medical, 
psychological, etc.). 
Visual tracking Refers to child’s ability to follow action with eyes, 
turning head. 
Wandering child Refers to child’s shifts in attention and physical 
proximity.   
 
4.2.3.4.  Dyadic communicating.  Analysis revealed participants’ awareness of 
patterns of communication between the parent and child observed during the therapy 
session, the impact of external circumstances on communication, and the clinician’s 
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decision-making process for addressing the dyad’s communication within the context of 
the session.  This was captured under the focused code dyadic communicating.  The 
constructs addressed within dyadic communicating are detailed in Table 6. 
 
Table 6.  Dyadic Communicating Constructs Defined 
Concept Definition 
Communication: child to mother Child initiated communication with mother. 
Communication: mother to child Mother initiated communication with child. 
Facilitating relationship Music therapy facilitates relationship between 
parent and child. 
Family time Music therapy facilitating or contributing to 
family time. 
Relating: parent-child The act of relating between the parent and 
child. 
 
4.2.3.5. Time.  Analysis revealed participants’ awareness of the passage of time 
as it affected their clinical decision-making.  Time was therefore created as a focused 
code to draw attention to therapists’ use of time as a factor in their decision-making 
process.  Time as a focused code was created through the process of memoing.   
Memos are written during coding to provide evidence for the researcher’s 
decisions (Charmaz, 2014).  Memos are used to capture the researcher’s initial thoughts 
and provide a reference that can be returned to during later analytical stages (focused and 
theoretical coding).  Memos can also be given codes to assist in organization and 
analysis.  In this study, the idea of time as a component of clinical decision-making 
became a topic referred to several times in different memos.  These short reflections and 
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thoughts then propelled the analysis during later stages of analysis.  Table 7 provides 
examples of data excerpts and associated memos for the focused code Time. 
 
Table 7.  Excerpts and Memos for Time 
Excerpt Memo 
I gotta give him a moment to process 
everything.  It’s a real lot.  We just did 
a lot over a short period of time. 
She realizes that the time-to-energy input was 
really densely packed.  She gives him 
breathing room. 
See if he gravitates toward something 
a little bit more.  See if it’s time to 
change it up. 
The clinician is showing that she’s working 
through possible future actions based upon 
the feedback that she receives from the client. 
So I saw that she was engaging with 
Mom, which is what we wanted, and I 
forgot the little move that she made, 
but somehow I… something made me 
give her the drum… yeah.  OK.  My 
thought was that she would play with 
Mom. 
First, [the child] was interacting with her 
mother (yay!).  It appears that the therapist 
wanted to extend the length time the child 
was interacting with her mother.  Perhaps she 
also was hoping to deepen the quality of the 
interaction.  Perhaps a more complex quality 
of interaction or a different dimension of 
interaction might occur within this supportive 
(and structured) environment.  Even if the 
expected outcome (longer, deeper, more 
musically complex back and forth interaction 
between mother and child) didn’t occur, the 
child and mother were given the exposure to 
the idea and the materials.   
 
4.3. Analysis 
Focused codes help the researcher transition to analysis (Charmaz, 2014).  
Analysis is assisted by clustering and memoing (Charmaz, 2014).  Analysis of the data 
from this study conforms to Charmaz’s model of constructivist grounded theory methods 
of analysis.  When the analysis discusses the role of the participant as therapist, the title 
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therapist or music therapist is used.  Conversely, when the information from the therapist 
is related within the course of the interview, the title participant is used.  
4.3.1. Clustering and Memoing 
Clustering and memoing are analytical tools used to move the data from codes 
toward concepts.  These concepts are then used to uncover music therapists’ clinical 
decision-making processes (Charmaz, 2014).  According to Charmaz, clustering is to be 
done quickly and by hand.  Clustering was used to begin to make sense of the data using 
graphic representations.  Clustering requires that the researcher step back from the data to 
better determine what the data reveals (Charmaz, 2014).  Clusters are accompanied by 
memos, which serve both as the action of analysis as well as the “map” documenting the 
researcher’s thought process.  Clusters and memos result in graphical representations of 
the researcher’s analysis.  
4.3.2. Collaborating 
The interaction between the therapist, child, and parent appeared to be a point of 
convergence within the data across the three cases.  Figure 4 is my first attempt to 
organize my thoughts.  
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Figure 4.  Collaboration first attempt.  The flow of clinical decision-making begins from 
recognition of crisis followed by the commitment to collaboration between the therapist 
and parent.  In this model, the bubbles in the central oval indicate necessary components 
of collaborating:  ameliorating loneliness, modeling parenting skills, establishing a 
nurturing environment, and music making.  The primary result of collaborating, in this 
cluster, is decreased stress with leads to improved skills, improved parent efficacy, and 
improvement to the child.  Psychoeducational tools are a recognized input into the 
collaborating milieu. 
The following is the memo accompanying Cluster 1, taken from my research 
journal (3/16/16): 
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Oh, what a nightmare!  I feel like I was outside my brain trying to see 
inside.  Perhaps I have to go from collaborative with the 
Therapist 
Parent 
Child 
Whatever I do, I want to make the music the primary focus. This is what 
defines music therapists from other providers.  And it’s how these three providers 
identify their work.  It’s all based in music and how they choose to use it. 
Sometimes they use instruments.  Other times, they sing.  Sometimes they 
sing pre-composed songs.  Sometimes they improvise on pre-composed songs.  
Sometimes they make up songs on the spot.  It really depends on what is 
happening right now.   
The matter of time seems to be a big contributing factor. 
 Time of life 
 Time of treatment/illness 
 Time in the field 
 Time in crisis 
 Time of the day 
The iterative process between clustering and memoing on the idea of 
Collaborating lead to a revised cluster (Figure 5) that documents my thoughts about 
function of clinical decision-making to shape and respond to the child and parent within 
the context of a session.   
Inside circle 
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Figure 5.  Collaborating cluster revised.  Provides detail resulting from researcher 
analysis. 
From my research journal (3/18/16): 
What emerged was very interesting and generally covered all the music-
making decision thoughts that I saw in the data.  
At its core, MTWT is designed with music that captures a child’s attention 
and is interesting to the parent, too.  The music therapist’s first job is to establish a 
connection, or rapport, with the client or clients.  Therefore, the music is 
presented by the therapist with the intention to get a reaction from the client (child 
and/or parent). 
The reaction by the child and/or mother leads the clinician to choose from 
a series of interventions.   
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4.3.3.  Decision-Making 
The resulting graphic, shown in Figure 6, is the researcher’s understanding of the 
role of clinical decision-making in the context of collaborating with a parent-child dyad 
for the benefit of the child within the music therapy session.  The prominent oval is 
labeled “Collaboration” and is intended to represent the collaborative relationship 
between the therapist, child, and parent.  The analysis that emerged from the creation of 
this central oval generally covered all the music-making decision thoughts revealed in the 
data.  Please note Figure 6 is replicated as Appendix F, at a larger scale. 
 
Figure 6.  Possible decision-making flow for MTWT providers. 
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4.3.3.1.  Seeking a reaction.  The reaction by the child and/or mother (all the 
parents in this study were mothers) leads the therapist to choose from a series of 
interventions.  The reaction can take several forms: engagement (the child appears to 
want more of the experience), withdrawal (the child removes him or herself from the 
physical space or avoids engaging with the experience by returning to mother), or 
mixed/disorganized (the child quickly alternates between engaging and withdrawal 
behaviors, not appearing comfortable with either decision).  These were represented in 
the interviews, but there may be other kinds of reactions that were not reflected in the 
data collection. 
It appears, from the data analysis, that a child who is engaged in the music-
making experience may look toward the music therapist, fleetingly or intently.  He or she 
may utilize instruments or props independently or with assistance.  The child’s affect may 
be bright; he might smile or exhibit a relaxed facial expression and slow, easy breathing. 
A child who is engaged may move his body in ways the mother understands to be a 
reaction to being pleased. For example, one child pushed back into his mother who was 
providing him support by sitting him in her lap. 
In this sample of sessions with music therapists and parent-child dyads, the level 
of engagement exhibited by a child can waver from moment to moment.  The therapist 
believed that maintaining a level of engagement for the duration of one, two, or three 
iterations of a song can be a goal all on its own.  Extending a child’s level of engagement 
is particularly appropriate for a child who presents with mixed reactions to the therapist’s 
attempts to make connection with the child.  The therapist is inviting a connection; the 
child is invited to react.  If the child has an equivocal reaction, this is informative.  The 
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therapist has choices to make.  There might be more information she can gather.  Is the 
beat presentation unclear—or too broad for the child to receive and encode properly?  
Could the lyrics of the song be modified to be more attractive to the child?  By using 
rhythmic pulse as an introduction to a chant, one therapist afforded her client time to 
formulate a response that enabled him to be more attentive.  Another therapist used a 
book and improvised song about a character that a child enjoyed in order to engage her in 
a moment of relating.  In another case, it was important for the therapist to simply 
observe the child and narrate what the child was doing using a song.  The “live” 
presentation of a song allowed for narration; the therapist improvised the in-the-moment 
experience of the child using a melody as a musical container for framing the experience.  
At times, using a familiar melody attracted the child to the experience, bringing the child 
both physically and emotionally closer to her mother.  
A child may also withdraw from the music-making experience.  According to the 
analysis, withdrawal may present as seeking comfort from the parent, yawning, or 
removing oneself from the space.  One child sought comfort from mom, and would not 
engage in some music experiences that he had previously enjoyed.  He would not dance 
or touch the guitar as he had in the past.  In these moments, the therapist and mother 
gently persisted in the presentation of the song, while keeping an open line of 
communication.  The therapist reported keeping in mind the previous level of 
engagement the child had exhibited and balancing this with his current physical 
condition.  As the session progressed, the music therapist noticed other signs of 
withdrawal that gave her more information (e.g., eye droop). 
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4.3.3.2.  Therapist’s choices of music therapy intervention.  It is important to 
remember that, regardless of the reaction of the child, the choices of music therapy 
interventions still appear to remain.  The therapist may choose to continue to deepen the 
song, change to vocables (i.e., singing on |ba|, |da|, |doo|, etc.), change the tempo or the 
lyrics, and/or prepare for transition.  The introduction of a prop, inclusion of a preferred 
object or character, or simplification of the song presentation appear to be appropriate in 
this model of music therapy with parent-child dyads within the context of the MTWT 
program (see Table 8 for the list of musical constructions implemented by the therapists 
in this study).  Figure 6 does not include information regarding the markers for clinical 
decision-making that were represented in the interview data; this information is 
embedded within the focused codes presented earlier in this chapter.  Based upon the 
analysis of the data, some of the markers may include the following:  
 Number of repetitions of the song necessary for child and adult to feel 
confident to participate; 
 Mastery and familiarity with the song; 
 Noticing changes in child’s and parent’s affect; and 
 Engagement of props. 
4.3.3.3.  Musical constructions.  The code musical constructions was a very rich 
category within the focused code choosing interventions.  The participants articulated 
how they used the elements of music (i.e., melody, harmony, rhythm, and timbre) to 
affect clinical change.  The variety of musical constructions represented in the data may 
not encompass the full repertoire of musical constructions used in ECMT, but the level of 
specificity represented within each case provides a foundation from which to begin to 
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articulate the processes of music therapy clinical decision-making.  As per grounded 
theory methods (Charmaz, 2014), musical constructions are labeled using the language 
and meanings given to them by the participants.  Table 8 lists the musical constructions, 
with examples from the data, identified by participants. 
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Table 8.  Musical Constructions with Data Excerpts 
Musical Construction Data Excerpt 
Adding family member’s 
names 
So, with the change in this second verse, Mommy loves [child’s name], she responds to Mommy, 
she does that all the time.  She responds to, seemingly responds to, the word Mommy.  When we 
refer to Mommy, she seems to know that and changes her orientation.  So, second verse, I was 
very deliberate—moving it to an intimate communication. (P2) 
Ascending and descending 
scale tones 
I’m hoping that the melodic cadence and the going up that I’m doing is somehow paralleling and 
encouraging the roll of the ball away from herself so that’s why I’m going up.  And I’m holding 
the up [humming the 6th scale tone] in expectation that she would go into action.  And so it holds 
the expectation, hopefully, until she does it.  And then the resolution of the cadence back down to 
the tonic is hopefully paralleling when she rolls it back to her.  So she holds the tonic. (P2) 
Awareness of peak of song [Child] is a very multi-sensory learner.  And I know that reinforcing him visually and auditorily is 
good for him.  But I also know that touch and tactile stimulation reinforces what I was trying to 
communicate with him through the song.  I wanted him to know that 1,2,3,4,5 Here comes the 
bees—this was the peak of our song. (P3) 
Choosing NOT to use 
accompaniment 
instruments 
The other thing that’s in my head is that I feel much freer to respond without a guitar.  I feel much 
freer to be able to respond to changes, to going off script, when I can move around freely and use 
my voice. (P2) 
Concluding the song And, again, he’s quieting down, so there’s a pattern, when he’s done and the song is over, I could 
hear that he would go back to breathing a little harder.  But then, as soon as we started, you can 
hear that he was able to calm himself down again to focus on the song. (P3) 
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Table 8.  (continued) 
Musical Construction Data Excerpt 
Deliberate change in 
loudness 
I brought [the volume] down and made it quieter. I wanted to reflect what he was feeling.  Just 
reinforce it.  Not try to make him feel better. (P1) 
Deliberate choice of keys We’ve done this before, and I’ve always shown her.  That’s another reason that I stay within 
certain keys for her, so that everything is accessible. (P2) 
Emphasizing rhythm And then her rhythm that goes along with those words:  tap, tap, tap. (P2) 
Ending song aesthetically But I didn’t want to abruptly end the song. (P2) 
Feeling the music …not only are we working on multiple physical, cognitive, and expression goals, but we are also 
working on just having him feel the music.  And I knew that my demonstrating the ch, ch, ch, ch 
sound would give him that stimuli better.  Because he learned in many ways, as many children do.  
And I was also doing that for mom, form, too.  That this was the pulse I want you [mom] to give 
him feedback to. (P3) 
Holding the cadence And I’m holding the up [humming the 6th scale tone] in expectation that she would go into action.  
And so it holds the expectation, hopefully, until she does it.  And then the resolution of the cadence 
back down to the tonic is hopefully paralleling when she rolls it back to her.  So she holds the 
tonic. (P2) 
Improvising vocally …hopefully alleviate not only her stress, but also alleviate his stress. (P1) 
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Table 8.  (continued) 
Musical Construction Data Excerpt 
Lullaby I pulled back all the stimulation and sang lullabies and worked on sensory integration with him 
then. (P1) 
Melody makes it easy So it’s really close to the other improvised 5-3 that I used [with Roll the Ball].  Very similar to 
that.  I use thirds because young people hear thirds more naturally, so I am hoping that this is 
good for her language retention, as well as being able to hear that melodic interval.  And I always 
like the grounding of the tonic when she’s referring to a ME word.  Although show it to me was 
me, I felt that we were joined at this point. (P2) 
Musical container It’s beautiful.  I mean, bells are pretty.  So I wanted to give her that.  It’s good for her to enjoy 
herself.  It’s good for everybody.  And he’ll associate music with that.  And hopefully alleviate not 
only her stress, but also alleviate his stress. (P1) 
Narrating musically This is the narrator role again that, and I really felt comfortable in that role with this whole series 
of sessions with them.  And so I’m singing the narration of what’s going on, or what should go on, 
or what they’re feeling, and singing about the love they have for each other as an encouragement, 
and an affirmation, and a stamp on it.  And, yeah, and I like that position.  It’s almost like leaning 
into a scene that you’re, that you’re viewing, and singing a ballad about it so that people would 
know.  So….  And that went better than we ever expected. (P2) 
Reinforcing sense of pulse He really liked the vocal play.  The ch, all those sounds.  And I actually did that in a preschool 
long before [working with the child].  I realized that the kids really liked when we went from low 
to high or high to low, having almost like a pulse.  So, I was using that as my pulse.  I knew it 
would be a good way to reinforce that this was the beat of the song. (P3) 
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Table 8.  (continued) 
Musical Construction Data Excerpt 
Singing …continuing the relationship… building on the relationship, and building the attachment.  So, this 
is a lullaby that I’ll ask Mom to begin speaking positive words or thoughts or blessings to [child] 
directly.  And so, we’re moving there.  We are coming off what we saw as a strength and 
relationship with them in the musical play. (P1) 
Slowing the tempo So, that’s what he’s doing.  And mom is reinforcing that.  I really worked with her to do hand 
under hand.  And I can see that she’s doing that there.  So, obviously, he’s feeling better in this 
session.  We’re doing the same song, but I think my goals might have been a little more physical in 
having him stay relaxed so that he could gesture the beehive with his hands. (P3) 
Songs in non-major 
tonalities 
It’s not’s a typical tonal pattern that you hear.  It felt and seemed like a very soothing tonal 
pattern as well.  It’s a great way to conclude any type of session. (P1) 
Speeding up the tempo We had done the song like before, slow, and then a little faster.  When we did it like before, I’m 
not necessarily gonna remember why I did that at first, although it’s usually fun for kids.  It was 
fun for her, and she giggled a lot and laughed a lot.  So, fun might have been in my mind the first 
time, reinforced by the fact, in fact, that she enjoyed it. (P2) 
Structure through rhythm But I suspect it had something to do with perhaps making it easier for [the child] to repeat and 
remember.  That the melodic line would help along with the rhythm. (P2) 
Varying instruments Knowing that there’s nothing that she has to think [about].  She could just concentrate and 
assume everything works together tonally.  [It was] fortuitous that the bell she picked is in the 
[key]. (P1) 
125 
 
  
The identification of the musical constructions used by the therapists with these 
parent-child dyads is an important component of tracing the therapists’ clinical decisions.  
The discussion during each interview, and the subsequent comparison of the information 
across all three interviews, revealed an interesting finding: the therapists’ reliance on tacit 
knowledge.  
4.3.3.4.  Tacit knowledge emerges.  The definition of specific concepts within 
musical constructions is further informed by the tacit knowledge held by the music 
therapy community.  Tacit knowledge is  
…the concept of a form of knowing that is not codified, because (it is) not 
“calculable” with some analogue of a ruler, but which answers nevertheless to a 
genuine standard of correctness. (Gascoigne & Thorton, 2014, p.3) 
In this study sample, tacit knowledge of the therapist was not always solely 
connected to a clinician’s choice of musical construction.  At times, the therapist’s 
expression of tacit knowledge in clinical decision-making was based on the need to 
address the relationship between the parent and the child and the choice of musical 
construction was the venue for change.  Interview participants occasionally answered why 
or how questions with a recognition that their decision was based in a tacit understanding 
that a particular musical construction was generally used in a particular way in music 
therapy.  Table 9 traces this emergence of a participant’s awareness of tacit knowledge:  
she first notices the musical construction used in the clinical video, then describes her 
thinking about its use, and finally articulates how the musical construction represented an 
instance of clinical decision-making.  Table 9 also provides examples of my analytic 
memos that further elaborate the function of tacit knowledge in clinical decision-making. 
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Table 9.  Tacit Knowledge Emerges:  Musical Constructions to Clinical Decision-Making 
Musical 
Construction 
Data Excerpt Researcher Memos 
Narrating 
musically 
And I am also, one thing that I often 
do which is, maybe tacit, maybe not, 
but I like narrating what’s going on.  
If she changes from roll to carry, or 
there’s another change earlier, I 
narrate that in the song so that maybe 
at some level she’s hearing that she’s 
not rolling, she’s carrying.  Just that 
there’s a difference and a change.  So 
I narrate.(P2) 
Learning how to identify the 
difference between different 
ways of handling the ball, 
this is also speech-related 
and requires the clinician to 
be present and aware. 
 Researcher:  And you’re close, but 
you’re not on top of them.  Can you 
say more about your choice here…? 
Participant:  Yeah.  This is the 
narrator role again that, and I really 
felt comfortable in that role with this 
whole series of sessions with them.  
And so I’m singing the narration of 
what’s going on, or what should go 
on, or what they’re feeling, and 
singing about the love they have for 
each other as an encouragement, and 
an affirmation, and a stamp on it.  
And, yeah, and I like that position.  It’s 
almost like leaning into a scene that 
you’re, that you’re viewing, and 
singing a ballad about it so that 
people would know.  So…. And that 
went better than we ever expected. 
(P2) 
The narrator role is very 
important here.  It is very 
powerful—it can be as 
simple as reflecting what the 
actual action is.  It can also 
direct what might occur.   
It’s another way to make the 
relationship, and the specific 
feelings the dyad has for 
each other, visible (audible), 
and therefore real. 
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Table 9.  (continued) 
Musical 
Construction 
Data Excerpt Researcher Memos 
Slowing the 
tempo 
Just basic communication.  Preparing 
him for the end.  Giving him a little bit 
of space.  See if he was going to 
respond to that.  Maybe possibly end it 
himself or be part of the ending.  Also, 
to give him a little bit of musicality—to 
keep it interesting for everybody. (P1) 
Slowing the song down cues 
the child that the song is 
ending.  The child has the 
ability to prepare for the 
ending of the song, and, 
perhaps, chooses to engage 
in the song’s ending 
himself.  Endings of songs 
can be fraught with anxiety, 
especially if done too 
abruptly and without regard 
for aesthetic qualities of the 
music.  The child needs to 
have had his “fill” of the 
song, too.  This means, 
having a full experience of 
the song.  Did they have 
enough time to fully be part 
of the musicking with the 
adults in the room?   
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Table 9.  (continued) 
Musical 
Construction 
Data Excerpt Researcher Memos 
Emphasizing 
rhythm 
Mom is very diligent about trying to 
repeat what we do here outside of the 
session.  Some of the time we model 
and then we get mom involved.  So, we 
were modeling with the drum; I think 
this is the first time we’re using 
drumming. 
The benefit of sustained 
engagement over time with 
a dyad is that Mom has the 
chance to observe, learn, 
experiment, get support and 
education, and ultimately try 
new skills out with her child 
between sessions.  This is so 
much a part of the Music 
Together teaching principles 
and philosophy.  I think I 
need to highlight how this 
might be an important 
component of a clinician’s 
decision- making.  
“Supporting and mentoring 
the parent leads to better 
outcomes for the child” 
might be a tacit piece of 
knowledge. 
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4.3.3.5.  Offer instruments.  The code offer instruments also provided a more 
nuanced understanding of the rationale of when and how to offer instruments to the 
parent-child dyad within the context of the music therapy session than previously 
understood.  Offering instruments appears to be a complex process that takes into account 
each person’s need for an aesthetic experience, tolerance for stimulation, and time to 
process the experience.  The data highlights the interaction between several focused 
codes with respect to offer instruments.  Table 10 summarizes the relationship between 
focused codes, concepts, and data excerpts that include offer instruments.  
Table 10.  Offer Instruments: Interaction Focused Codes, Concepts, and Data Excerpts 
Focused Codes Concepts Data Excerpts 
Choosing 
Interventions; 
Collaborative Nature 
of the Relationship 
Interpreting cues 
from child; Offer 
instruments; 
Redirecting child  
…he looked for it again, so I brought it 
back.  And that helps because I want 
him to know that I see him, that I hear 
him, and that I am there.  That’s why I 
had bells for mom and bells for (the 
child). (P1) 
Choosing 
Interventions; 
Collaborative Nature 
of the Relationship; 
Dyadic 
Communicating 
Building trust; 
Capitalizing on 
previous positive 
experience; 
Communicating to 
child; Interpreting 
cues from child; 
Offer instruments 
I am completely present; if he shows 
something like that (interest in the 
guitar), I want to capitalize on it.  I like 
to offer instruments and offer them and 
not take them away before they’re 
ready. (P1) 
 
The concepts identified as a result of the elaboration of offering instruments seem 
to indicate the therapist’s attention to opportunities for modifying the presentation of the 
song to encourage the dyad’s ownership of the experience.  This is evident in the 
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therapist’s consideration of the amount of time the child has with the instrument: was 
there sufficient time for the child to explore the instrument, play with it, and have it 
become part of the sound environment in a way that the child appeared to have gained 
some mastery and enjoyment of it.  
Offering instruments is one component of a series of complex social interactions 
between the child, the parent, and the therapist that involve the therapist’s ability to 
interpret cues from the child, build trust, and communicate with the child.  In the sessions 
in this sample, the pace of the session plan is driven by the child, not the therapist.  In 
each case, the experience continued as long as the child was engaged in it.  The musical 
conversation between the therapist and the child (and parent) is, at times, initiated by the 
act of offering instruments, but it includes attention to the other elements of music.  For 
the purposes of this analysis, the ways the elements of music (i.e., melody, harmony, 
rhythm, and timbre) are used will be referred to as musical constructions.  
4.3.3.6.  Musical  constructions.  Musical constructions, considered within the 
context of the three interviews, appear to be a linking factor between therapists’ clinical 
decisions.  This suggests the relationships between the concepts associated with several 
focused codes are mediated by a clinician’s use of the elements of music. The data 
suggests that musical constructions were used by the therapists to address the parent-child 
relationship, child’s development, and support for the mother. Table 11 summarizes the 
relationship among focused codes, concepts, and data excerpts that include musical 
constructions. 
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Table 11.  Musical Constructions:  Interaction between Focused Codes, Concepts, and Data Excerpts 
Focused Codes Concepts Data Excerpts 
Choosing Interventions; 
Collaborative Nature of the 
Relationship; Dyadic 
Communicating 
Emphasizing rhythm; 
Mother-directed 
intervention; Narrating 
musically 
…she [mom] is taking what we did with the drum and Mom is in 
rhythm, like we did tap, tap, tap saying ow, ow, ow, so that she’s 
really relating to [her child], and sending messages that say “I 
see what you’re doing” and “Oh that hurts little Elmo.”  And 
that’s good communication that she’s doing in rhythm, and she’s 
picking up how we conduct ourselves with [the child]. (P2) 
Choosing Interventions; 
Collaborative Nature of the 
Relationship; Dyadic 
Communicating 
Communication: mother to 
child; Supporting mother; 
Facilitating relationship 
So, continuing the relationship…building on the relationship, 
and building the attachment.  So, this is a lullaby that I’ll ask 
Mom to begin speaking positive words or thoughts or blessings 
to (the child) directly.  And so, we’re moving there.  We are 
coming off what we saw as a strength and relationship with them 
in the musical play. (P2) 
Choosing Interventions; 
Concern for Child 
Singing; Strengthening 
respirations 
I…wanted to work on having him just either do some laugh or 
some other vocalization to help with strengthening his breathing 
(P3). 
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Table 11.  (continued) 
Focused Codes Concepts Data Excerpts 
Choosing Interventions; 
Collaborative Nature of the 
Relationship 
Capitalizing on previous 
positive experience; 
Communication: child to 
therapist; Interpreting cues 
from child; Redirecting 
child; Singing 
[Child] is a very multi-sensory learner.  And I know that 
reinforcing him visually and auditorily is good for him.  But I 
also know that touch and tactile stimulation reinforces what I 
was trying to communicate with him through the song.  I wanted 
him to know that 1,2,3,4,5, here comes the bees—this  was the 
peak of our song. (P3) 
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4.3.3.7.  Five levels of music.  The relationship between choosing interventions 
and collaborative nature of the relationship (see Section 4.2.1.2), mediated through the 
clinician’s use of musical constructions, led to the development of the five levels of music 
(Figure 7).  The five levels of music (hereafter referred to as the MTWT Five Levels of 
Music) describe the increasing specificity of the structure of the musical container (see 
Table 11).  The MTWT Five Levels of Music represent how a single music therapy 
intervention can serve several functions, as revealed by the data in the QUAL phase.  
Other levels may exist that have not been revealed by the data.  The graphic is an 
artificial delineation of the levels; it is a snapshot in time, while the iterative spiral is an 
“over time” representation whose movement is more difficult to depict.  Each previous 
level of music is nested within the next level, with increasing significance in the choice of 
interventions closer to the smallest circle.  However, it does not show the iterative flow of 
experience and experiment that the data also shows to exist.   
At the most observable, superficial level are songs that are easy to learn and 
capture the dyad’s attention: the container of songs.  The therapist’s approach to the 
songs is constructed with an intentional, yet flexible, beginning, middle, and end. Her 
attention to the musical complexity of the approach to the song permits sufficient time 
and space in which the music-making can do its work.  The clinician’s decision to close 
the experience, that is, to end the song and structure the transition to the next experience 
in the session, reveals the clinician’s decisions regarding the level or need for support.  
All of this work empowers families who are, over time, increasingly active co-creators of 
music, both within and outside of the music therapy session.  Empowering families is the 
rationale for all of the therapist’s decisions.  Therefore, the act of choosing an 
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intervention in music therapy initiates the set of choices represented in Figure 6.  The 
music therapist makes these choices with the goal of helping families to become 
comfortable music-makers outside of the music therapy session.  
 
Figure 7.  MTWT five levels of music. 
4.3.4.  Theoretical Coding Leads to Driving Forces 
Theoretical coding integrates focused codes and moves analysis forward 
(Charmaz, 2014), simultaneously moving the researcher away from the data, while 
moving them toward the phenomenon under investigation (Charmaz, 2014).  The study of 
music therapists’ processes of clinical decision-making led to the realization that music 
therapists appear to respond to four interrelated areas of clinical need.  These clinical 
needs assume the position of driving forces that propel clinical decision-making.  The use 
Empowering families
•Engage the dyad
•Facilitate relationship
Closing the experience
• Identify end of the musical conversation
•Navigate transition between experiences
Musical complexity
•Use of musical constructions
•Maintain a level of interest for dyad
Flexible approch to songs
•Type of experience
•Use of instruments and props
Songs are easy to learn
• Immediately engage the dyad
•Dyad has access  to songs
  135 
  
of the MTWT materials by the music therapists enables them to engage in processes of 
clinical decision-making that are consistent with their beliefs about the role of therapy 
with a parent-child dyad within the context of a single music therapy session.  These 
driving forces are (1) experiencing beauty, (2) creating a musical container, (3) 
providing opportunities for growth, and (4) providing opportunities for relating.  Each 
driving force holds within it essential qualities that provide further nuance and 
differentiation to the clinical decision-making process.  The four driving forces will each 
be discussed separately and represented with a figure: experiencing beauty (Figure 8), 
creating a musical container (Figure 9), providing opportunities for growth (Figure 10), 
and providing opportunities for relating (Figure 11).  The following describes the 
emergence of each of these driving forces and culminates in the presentation of the 
MTWT Driving Forces in Clinical Decision-Making Schematic (Figure 12).  The MTWT 
Driving Forces lay the foundation for 14 belief statements (Section 4.3.5), which then 
provide direction for the survey statements that are presented at the beginning of Chapter 
5.  
It is at this point that it becomes necessary to bring the specific components of 
MTWT back into the analysis.  The therapists in this sample have employed the same 
repertoire and have experienced the same training and acculturation in the Music 
Together approach to family music-making.  The discussion about the forces that 
contribute to the therapist’s clinical decision-making must be made in light of that shared 
experience.  While other music therapists working with parent-child dyads may work in 
similar ways, this is not a foregone conclusion and should be considered a limitation of 
the study.   
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4.3.4.1.  Experiencing beauty.  There are four factors in the driving force to 
experience beauty: (1) cope with distress, (2) experience life more fully, (3) full 
experience of the music, and (4) reference the past while focusing on the future.  
Clinicians are driven to create beautiful experiences of music for the dyad coping 
with distress.  By creating beauty, clinicians create the potential for the dyad to 
experience life more fully and reference the past while focusing on the present.  Life 
becomes more about the totality of experiences, viewed through a lens of musical beauty, 
than about what brought the dyad to music therapy.  Hence, creating beauty is a driving 
force in clinical decision-making. Music therapists working with the MTWT repertoire 
have access to a variety of tonalities, rhythms, forms, and cultural references that position 
the dyad within a larger system of families and culture, where music is the thread 
connecting them to what came before and what may come after.  
The music therapist is responsible for the choices that create an experience of 
beauty and for deciding on the music therapy interventions that create the experience of 
beauty for the dyad.  Experiencing beauty has a positive impact on the well-being of the 
mother.  Attending to aesthetics, particularly in distressed circumstances, is a component 
of the healing process and propels the dyad on a journey that includes a carefully 
scaffolded series of music therapy interventions chosen to encourage the dyad to engage 
in an iterative process of exposure and experimentation.   
  137 
  
 
Figure 8.  Experiencing beauty. 
4.3.4.2.  Creating a musical container.  Music therapy in the context of an 
individual parent-child dyad session functions during a particular time in which music is 
the clock (both the passage of time and the impetus for change) by which the therapists 
respond to the changes in each member of the dyad.  The factors in creating a musical 
container include (1) the recognition of time as a fluid, (2) facilitation of dyadic 
communication; (3) normalizing experience; and (4) the MTWT Five Levels of Music 
(see Figure 7). The music therapist’s decision-making process, understanding of 
children’s music development, and understanding of the parent’s schema result in the 
creation of a musical container in which musicking (Small, 1998) occurs.  The musical 
container serves to facilitate dyadic communication that can normalize the current life 
experience.  Furthermore, creating a musical container allows for the fuller explication of 
the MTWT Five Levels of Music, serving to facilitate child music-making.  
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Figure 9.  Creating a musical container. 
The passage of time in a music therapy session takes on an elastic, fluid quality in 
response to the use of musical constructions that manipulate divisions of the beat in order 
to expand or contract the participant’s perception of time.  MTWT provides music 
therapists with the necessary tools and helpful musical elements for the therapist to 
design interventions that are relationship supportive.  This involves the creation of an 
auditory environment that is safe, developmentally appropriate, accessible, flexible, and 
grounded in the awareness that the members of the dyad and the therapist together are co-
actors in the creation of the experience.  Clinicians participating in this study value a rich 
musical experience and deepened relationship at least as strongly as other areas of 
development and functioning of the client.   
Time carries different connotations within a music therapy session with a parent-
child dyad, each of which is equally important in the music therapist’s decision-making 
Creating  
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facilitate dyadic 
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process.  The duration of each intervention is an area rich for clinician decision-making.  
The number of repetitions of a song and the use of props or instruments are ongoing 
choices clinicians must make.  The clinicians consider the child’s and parent’s behavioral 
signals of fatigue, parent and child wishes for more repetitions, and other factors, all in 
service of the therapeutic goals of addressing the child’s, parent’s, or dyad’s overall 
functioning.  
Clinicians focused decision-making on the improvement or facilitation of dyadic 
communication.  The musical container appears to provide sufficient structure with 
flexibility to incorporate the dyad’s need for closeness, distance, exploration, and 
exposure of their independent and joint music-making.  This cooperative musicking leads 
to an understanding of music-making.  Parent mentoring and training provide necessary 
support for parents to feel confident and competent to make music at home.  Parents who 
are comfortable music-makers may be more likely to make music with their child without 
the assistance of the therapist.  The music therapist’s investment in providing the parents 
with the internal resources (through encouragement and education) and material 
resources (e.g., a book, recording of songs, or instruments) represents another set of 
clinical decision-making instances. 
4.3.4.3.  Providing opportunities for growth.  Clinicians in the qualitative phase 
of the study approached therapy for the child with an eye toward improving some area of 
functioning.  The data suggest that quantifiable change to specific domains of 
development were not the only focus of music therapy.  The types of growth that the 
therapists in this sample identify encompass four interrelated areas: (1) decode behavior, 
(2) balance input with integration, (3) illuminate health, and (4) improve development.  
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Music therapy interventions that provide opportunities for growth for the dyad serve the 
overarching goal of providing opportunities for the child to grow. 
 
Figure 10.  Providing opportunities for growth. 
The importance of decoding the behavior of children with limited verbal 
communication appears to be a fundamental component of clinical decision-making and 
requires negotiation between the therapist and the parent.  Interpreting the child’s non-
verbal behavior allows the therapist to know whether to modify, extend, deepen, or close 
the music-making experience in an aesthetic way.  Observing and interpreting the 
parent’s non-verbal behavior is likewise important to ascertain whether the therapist 
needs to assume the position of “surrogate parent” for a short period of time before 
welcoming the mother back into musicking with her child.  Clinicians are aware of the 
need to balance sensory input with time for uninterrupted integration and 
experimentation.   
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Clinicians place a high level of importance on the need for music therapy to 
illuminate the healthy aspects of the child, the parent, and the parent-child dyad.  The 
work of illuminating health appears to rely on the philosophical stance of presuming 
competence, a stance taken by the adults present (parent and therapist).  In a music 
therapy session with the parent-child dyad using the MTWT approach, the same 
opportunities for instrument exploration, movement, play, and experimentation are 
afforded to the child regardless of his or her concerns: physical, developmental, or 
otherwise.  Clinicians modify their interventions to address the child’s need for additional 
processing time, sensory sensitivities, and other concerns.  
4.3.4.4.  Providing opportunities for relating.  The importance of music therapy 
with a parent-child dyad includes being able to provide opportunities for the therapist and 
the dyad to interrelate, including a nuanced understanding of the various opportunities for 
relating.  Music is an active fourth “entity” in this set of relationships and deserves 
attention in any discussion of music therapy with parent-child dyads.  The relationships 
under consideration in this way of working include (1) parent-child; (2) dyad-music; (3) 
dyad-therapist; (4) mother-therapist; and (5) child-therapist.  Positive experiences created 
in therapy are referenced by the clinician in an iterative process of exposure and 
experimentation with preferred (and novel) songs, instruments, and approaches to music-
making.   
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Figure 11.  Providing opportunities for relating. 
The relationship between the therapist and mother may reflect the ebbs and flows 
of the mother’s schema—her own awareness of herself as a mother in relation to her 
experience of having been a child (Section 2.2.3).  The role of the therapist appears to 
include the promotion of the idea that a better relationship between the parent and child is 
possible, probable, and attainable by the dyad itself.  Mothers benefit from music therapy 
interventions that encourage the belief that their relationship with their child is resilient 
and able to weather the challenges they face together.  Music therapists take on a variety 
of roles as the needs of the mother dictate: surrogate parent, problem-solving partner, and 
expert witness.  The collaborative working relationship between the adults in the 
therapeutic relationship is essential to positive outcomes for the child.  The music 
therapists in this sample use the MTWT materials (e.g., songbook and recording) to 
create experiences of music that the mothers could replicate on their own.  
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There seems to be evidence for the idea that a dyad’s relationship to music 
changes as a function of being involved in music therapy.  The experience of making 
music during the session, coupled with feeling supported in this effort, seems to make it 
more likely that the dyad will be musical together beyond the scope of the music therapy 
session; music therapy does not appear to disrupt the dyad’s relationship.  It appears that 
some of the therapist’s clinical decisions include providing parents with the necessary 
material and support for this to occur.  The therapist works to create opportunities for the 
parent and child to relate to each other, and this means skillfully and delicately inserting 
herself into their relationship.  The music therapist assumes a level of risk in this domain 
of decision-making.   
Music therapists parlay the power of music (i.e., melody, harmony, timbre, and 
rhythm) in order to affect a child’s sensory system.  Music therapy appears to be as much 
about soothing the child’s sensory system as it is about activating it.  Music therapists 
using the MTWT materials maintain an awareness of their clients’ (child and adult) 
arousal levels, whether they are complimentary or divergent, and if this difference is an 
aid or a barrier to the dyad’s ability to relate effectively with each other.  The qualitative 
data references clinical work of therapists working with children whose ability to 
communicate was not typical to their chronological age.  Therefore, the clinician’s 
decision-making appears to be heavily reliant on her ability to understand cues offered 
(or absent) from the child’s non-verbal behavior.  The therapist’s willingness to provide 
space and time for the child to process, formulate, and execute a response is an essential 
component of the therapist-child relationship.  
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4.3.4.5.  Driving forces schematic.  Having defined the four driving forces, it is 
now appropriate to present the complete MTWT Driving Forces Schematic, a graphical 
representation of the central foci for clinical decision-making for music therapists using 
the MTWT materials with parent-child dyads in individual music therapy sessions.   
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Figure 12.  MTWT driving forces in clinical decision-making schematic. 
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The analysis of the interview data resulted in the four driving forces shown in 
Figure 12.  These driving forces are understood to be the clinical decision-making 
process that the therapist both controls and is responsible for, and, as such, constitute the 
clinical rationale for therapy in the moment of therapy.  In other words, these forces are 
why the therapist is making the decisions she is making.   
Each driving force is set into motion by the therapist’s often tacit consideration of 
how the determined need can be met in the moment of therapy.  Table 12 traces clinician 
decision-making from clinical rationale, through operationalization, to excerpts from the 
data.
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Table 12.  Clinical Decision-Making: Why to How 
Why (Rationale) How 
(Operationalization) 
Data excerpts 
Creating a musical 
container 
How can music create a 
container for the dyad? 
It’s almost like, yes, we’re in a hospital room, but it 
doesn’t have to feel like that. I almost want them to 
forget that all these things [tubes and wires] are 
attached [to the child].  If you notice, he doesn’t even 
notice that.  It’s not part of the session. It doesn’t have 
to be wrapped up in the hospitalization, or the 
diagnosis, or the interventions that are happening. 
Providing 
opportunities for 
growth 
How can this dyad 
experience opportunities 
for growth? 
I… do a little bit of sensory integration, like integrative 
activities—soft tapping, things like that. 
Dance with mommy.  He looked to her, so I thought he 
could do something with Mommy. 
It’s a lot of stress!  It’s stressful, and she [mom] was 
getting something out of playing that. 
Providing 
opportunities for 
relating 
How can this dyad 
experience a deeper 
relationship? 
There was no sense of worry or jealousy or… that just 
wasn’t there.  It was very clear who I was and why I 
was working with them, and I could have an 
appropriate relationship with [child] that was positive 
and helpful, but that all of this was for the strengthening 
of them. 
Experiencing beauty How does this dyad need 
to experience beauty? 
…when I had bells for [child], she [mom] would start 
playing them.  And she would continue.  I saw that she 
needed her own. I think she is enjoying herself, just 
generally enjoying herself.  I think she likes to play, too. 
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4.3.5. Belief Statements 
Three music therapists who work with parent-child dyads using the MTWT 
program were interviewed about a single client session to describe their clinical decision-
making processes.  Constructivist grounded theory methods (Charmaz, 2014) revealed 
concepts for further exploration in the quantitative phase of this study.  Four driving 
forces, and their accompanying questions, propel music therapists to make their 
decisions.  The MTWT Five Levels of Music appear to guide music therapists’ decision-
making through their in-the-moment processes of choosing music therapy interventions.  
Tacit knowledge regarding musical constructions is a key component to elucidating these 
music therapists’ clinical decision-making processes.  When viewed in light of Sears’s 
(2007) Processes of Music Therapy, statements regarding clinician’s beliefs about 
decision-making emerge. 
The QUAL data analysis resulted in the creation of 14 belief statements related to 
clinical decision-making.  The statements are divided into two different categories: nine 
statements related to general beliefs regarding personal influences on clinical decision-
making (hereafter referred to as the MTWT Nine Clinical Decision-Making Beliefs) and 
five statements on the participant’s belief of specific elements of MTWT on their clinical 
decision-making (hereafter referred to as the Five Beliefs about Music Together).   
4.3.5.1.  MTWT Nine clinical decision-making beliefs.  Beliefs regarding 
clinical decision-making are derived from the analysis of the interview data and represent 
a synthesis of the driving forces.  The nine beliefs are described below. 
4.3.5.1.1.  Assisting families.  Music therapists interviewed for this project felt 
that assisting families was the primary motivating focus of their decision to help families 
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experience beauty.  For these music therapists, affording the dyad the opportunity to 
experience beauty allows the dyad to experience life more fully and to reference the past 
while simultaneously focusing on the future.  One hoped-for outcome of music therapy is 
the awareness that life is beautiful beyond the reason for therapy—that the hospital room 
and attending features of medical intervention are not the focus of therapy.  Parents and 
children can feel connected to their culture and community when engaging in music-
making together.  According to the music therapists, the act of making music to 
experience beauty also promotes the health and positive development of the parent and 
the child.  
4.3.5.1.2.  Responsible for creating aesthetics.  Music therapists felt that their 
clinical decision-making held an implicit responsibility for creating aesthetics in service 
of the treatment of the parent, child, and dyad in music therapy.  Situated within the 
experiencing beauty driving force, music therapists’ clinical decision-making focuses 
their role of facilitated shared music-making between the parent and child (through the 
exploration of the MTWT Five Levels of Music, Figure 7).  Music therapists articulated 
the value of exposing the dyad to different ways of approaching music in order to freely 
experiment with music.  Clinical decision-making also determined when and how music 
therapists deepened and broadened a dyad’s experience of music and, therefore, of 
beauty.  At each moment within the session, the therapist attended to and responded to 
the reactions of the dyad.   
4.3.5.1.3.  Awareness of culture/ethnicity.  Music therapists draw from their own 
experience of culture and ethnicity and their awareness of the dyad’s culture and 
ethnicity in making clinical decisions.  Informed by the dual driving forces experiencing 
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beauty and creating a musical container, these music therapists valued the success-
oriented approach to songs in order to empower families.  This means choosing songs 
that are immediately accessible to the dyad to quickly capture their attention and 
engagement.  By providing education, mentoring, and support to parents, the music 
therapists increase the likelihood that parents will choose to make music with their child 
outside of the music therapy session.   
4.3.5.1.4.  Awareness of goals.  Music therapists’ awareness of the child’s 
clinical goals is the belief driven by both the driving forces providing opportunities for 
growth and providing opportunities for relating.  Music therapists continually appraise 
the child’s verbal and non-verbal behavior in response to the music therapy interventions 
in an effort to balance the child’s need for input with integration.  In addition to attending 
to the child’s clinical goals, the therapist also attends to the different relationships 
present: the child and parent; the child and music; the parent and music; the child and 
therapist; and the parent and therapist. 
4.3.5.1.5.  Addressing concerns of the child.  Music therapists’ beliefs about 
addressing the concerns of the child are informed by the combined driving forces of 
creating a musical container, providing opportunities for growth, and providing 
opportunities for relating.  These concerns extend beyond the identified music therapy 
goals.  Music therapists interviewed balanced the need to attend to a child’s in-the-
moment need for additional processing time of sensory input while presuming that the 
child could competently communicate his or her needs and desires.  Music therapists also 
kept in mind the needs of the parent-child dyad for closeness to or distance from each 
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other and the music.  This attention is propelled by the child’s reactions to both familiar 
and novel experiences of music; these reactions inform the therapist’s next decision. 
4.3.5.1.6.  Supporting the adult.  Music therapists’ belief regarding their role in 
supporting the adult emerged from the combined driving forces experiencing beauty, 
providing opportunities for growth, and providing opportunities for relating.  Music 
therapists recognize the need to be available to take on a variety of roles to serve the 
immediate needs of the parent for support, respite, and witness.  Further, music therapists 
identify parents’ relative comfort in acting as both a music-maker and a parent as they 
relate to the parent’s ability to use music in the course of parenting and provide support 
as necessary. 
4.3.5.1.7.  Providing a normalized life experience.  Music therapists’ belief that it 
is their responsibility to provide a normalized life experience is grounded in the driving 
forces creating a musical container and providing opportunities for relating.  Employing 
the MTWT Five Levels of Music, music therapists impart positive experiences and the 
knowledge that musical play can transcend the discomfort of the circumstances that 
brought the dyad to therapy in the first place.  Consequently, music therapists support the 
parents’ eventual ability to play with their children without the assistance or presence of 
the therapist.  
4.3.5.1.8.  Including the adult.  The music therapists interviewed considered the 
need to include the adult an important factor in their clinical decision-making.  This 
commitment to including the adult is a result of the combined driving forces creating a 
musical container, providing opportunities for growth, and providing opportunities for 
relating.  Music therapists believe that including the parent goes beyond having the 
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parent in the room or giving the parent information about what occurred in the session.  
Rather, including the parent means ascertaining the parent’s current emotional state, level 
of fatigue, and need for support, and creating opportunities for music-making that support 
both the parents and child.  
4.3.5.1.9.  Extending beyond the session.  Music therapists’ belief that it was 
their responsibility to facilitate music therapy beyond the session was informed by the 
driving forces creating a musical container and providing opportunities for relating.  For 
the therapists interviewed for this study, an important consideration in their clinical 
decision-making was their need to have the therapeutic tools to create replicable 
experiences for parents outside the therapy session.  This caused them to appraise the 
available resources that they were able to share with parents. 
Table 13 displays the relationships between the MTWT Driving Forces and the 
MTWT Nine Clinical Decision-making Beliefs with corresponding salient components.  
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Table 13.  Clinical Decision-Making Beliefs Related to Driving Forces 
Clinical Decision-
Making Beliefs 
Driving Forces Salient Components 
Assisting Families Experiencing Beauty  Experience life more fully 
 Reference past while focusing on future 
 Life is beautiful beyond the reason for therapy 
 Connecting dyad to culture and community 
 Promoting health and positive development of the parent and child 
Responsible for 
Creating Aesthetics 
Experiencing Beauty  Facilitate shared music making 
 Exposure leads to experimentation 
 Deepen and broaden experiences of beauty 
 Attending and responding to the reactions of the dyad 
Awareness of 
Culture/Ethnicity 
Experiencing Beauty; 
Creating a Musical 
Container 
 Approaching songs from a success-oriented standpoint empowers 
families 
 Choosing songs that are immediately accessible to the dyad  
 Providing education, mentoring, and support to parents to increase their 
comfort in recognizing their child’s musicality and their own 
independent music making with their child outside of music therapy 
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Table 13.  (continued) 
Clinical Decision-
Making Beliefs 
Driving Forces Salient Components 
Awareness of Goals Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
 Interpreting verbal and non-verbal behavior of the child 
 Balancing the needs for input and integration 
 Attending to the relationship between the child and parent; child and 
music; parent and music; child and therapist; and parent and therapist 
Addressing 
Concerns of the 
Child 
Creating a Musical 
Container; Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
 Attending to the child’s needs for additional processing time and 
sensory input while presuming the child’s competence in 
communicating his or her needs/desires verbally or non-verbally.   
 Attending to the needs of each member of the dyad for closeness or 
distance to each other and to the music 
 Attending to the child’s reactions to familiar and novel music 
experiences informs the therapist’s next decision 
Supporting the 
Adult 
Experiencing Beauty; 
Providing 
Opportunities for 
Growth; Providing  
Opportunities for 
Relating 
 Taking on a variety of roles to serve the in-the-moment needs of the 
parent for support, respite, and witness 
 Recognizing the parent’s comfort as a music maker, as a parent, and 
using music in the course of parenting and being able to respond 
accordingly 
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Table 13.  (continued) 
Clinical Decision-
Making Beliefs 
Driving Forces Salient Components 
Providing 
Normalized Life 
Experience 
Creating a Musical 
Container; Providing 
Opportunities for 
Relating 
 Supporting parents’ ability to play with their children without the 
assistance/presence of the therapist  
 Musical play can transcend the discomfort of the circumstances that 
brought the dyad to therapy in the first place 
Including the Adult Creating a Musical 
Container; Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
 Including the parent goes beyond having the parent in the room or 
giving the parent information about what occurred in session 
 Including the parent means ascertaining the parent’s current emotional 
state, level of fatigue, and need for support, and creating opportunities 
for music making that support both the parents and child 
Extending Beyond 
the Session 
Creating a Musical 
Container; Providing 
Opportunities for 
Relating 
 How equipped do music therapists feel to create replicable experiences 
for parents 
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4.3.5.2.  Five beliefs about Music Together.  The QUAL data analysis resulted 
in the creation of five beliefs regarding the utility of the MTWT offering in service of the 
clinician’s decision-making.  These beliefs are distillations of data regarding clinical 
decision-making previously identified in the MTWT Driving Forces schematic (see 
Figure 12), juxtaposed with the MTWT materials available to clinicians for families.   
Table 14 describes the relationship between the queried clinical decision-making 
belief in question and the relevant component from the MTWT license guidelines.  The 
relevant Music Together philosophical stance in which the clinical decision-making 
belief is grounded is provided to contextualize the presence of the materials. 
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Table 14.  Beliefs Regarding Clinical Decision-Making Related to MTWT 
Clinical Decision-Making 
Belief 
MTWT 
(from the MTWT license guidelines1) 
Music Together Philosophical Stance 
Creating music therapy 
interventions 
Clinicians use the MTWT materials (songs, 
recordings, graphics, and printed materials) to create 
interventions that address the assessed treatment 
goals of the child and family.  
Young children’s musical growth occurs 
best in a playful, musically rich, and 
developmentally appropriate setting 
(Principle 4). 
Supporting dyad and 
individual 
Clinicians provide Parent Education Moments, 
guidance, and home program to support adult and 
child continued engagement in music-making during 
and outside of music therapy. 
All children are musical (Principle 1). The 
participation and modeling of parents and 
caregivers—regardless of their musical 
ability—are essential to a child’s musical 
growth (Principle 3).  
Matching clinical decision-
making 
Clinicians come to understand the relationship 
between early childhood music development, the 
relative position of music within the family, and the 
needs of their clients in the process of making clinical 
decisions. 
All children can achieve basic music 
competence: the ability to sing in tune and 
move with accurate rhythm (Principle 2).  
Principle 3. 
Collaborating between 
adults 
Clinicians establish and maintain a relationship with 
the parent in service of addressing the needs of the 
child.  
Principles 3 and 4. 
                                                 
1 Available from Music Together Worldwide (http://www.musictogether.com). 
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Table 14.  (continued) 
Clinical Decision-Making 
Belief 
MTWT 
(from the MTWT license guidelines) 
Music Together Philosophical Stance 
Dyad relating Clinicians embrace the primacy of the parent’s role in 
the child’s life and employ interventions to develop, 
maintain, and preserve the parent-child relationship 
Principles 3 and 4. 
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4.4.  Discussion of Qualitative Analysis 
Qualitative data collected and analyzed employed constructivist grounded theory 
methods (Charmaz, 2014) sought to explicate the clinical decision-making processes 
employed by music therapists who include the MTWT program in their work with 
parent-child dyads.  The resulting MTWT Driving Forces schematic (Figure 12) provides 
a framework for the questions these music therapists appeared to ask themselves as they 
made in-the-moment decisions during the course of a single music therapy session with a 
parent-child dyad.  The data suggests that attending to the way in which musical 
constructions are employed during music therapy is of primary import to music 
therapists.  The MTWT Five Levels of Music describes the multi-layered process of 
clinical decision-making that music therapists engage in during a music therapy session.  
The MTWT Nine Belief Statements and Five Beliefs about Music Together addressing 
the usefulness of Music Together materials emerged as a result of the data analysis. 
4.4.1.  Constructing Analytical Meaning 
Charmaz (2014) suggests that researchers review data using the following 
questions to better construct analytical meaning.   
 From whose point of view is a given process fundamental? From whose point 
of view is it marginal? 
 How do the observed social processes emerge? How do participants’ actions 
construct them? 
 Who exerts control over these processes? Under what conditions? 
 What meanings do different participants attribute to the process? How do they 
talk about it? What do they emphasize? What do they leave out?  
 How and when do their meanings and actions concerning the process change?  
(Charmaz, 2014, p. 34).  
4.4.1.1.  Point of view.  Clinical decision-making in music therapy is a 
fundamental process to the music therapists interviewed in this study.  Given the dearth 
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of literature on the topic specific to music therapy with the early childhood population, it 
is unclear whether this phenomenon is considered marginal or simply under-researched.  
Recent research (Jacobsen & Thompson, 2017) highlights a systems orientation toward 
viewing music therapy with families that suggests that music therapy with parent-child 
dyads is benefiting from deeper consideration.  
4.4.1.2.  Emergence and construction of clinical decision-making process.  In 
this sample, the interaction between therapist, parent, and dyad within a clinical setting 
provided the impetus for the emergence of clinical decision-making.  The interaction of 
the therapist’s specific domains of overt and tacit knowledge, together with the child’s 
and the adult’s presented concerns, provided the impetus for the choices the clinician 
made.  By closely attending to the back-and-forth musical interactions between the 
therapist and members of the dyad, the music therapist’s decisions became clear.  The 
decisions made by the therapist are co-created by the therapist and the dyad. 
4.4.1.3.  Control over the process.  Ultimately, the music therapist controls her 
own clinical decision-making, which, the data suggests, extends to the period between 
music therapy sessions.  Through collaborative efforts with the parent, the music therapist 
facilitates the parent’s learning to increase the likelihood that musical interactions 
between the parent and child will occur outside of music therapy.  These interactions 
appear to be an outgrowth of any combination of the MTWT Driving Forces and are 
constructed within the MTWT five levels of music. 
4.4.1.4.  Meaning making.  The participants ascribed meanings to their own 
clinical decision-making consistent with their theoretical orientation.  Participants who 
approach therapy from the stance that focuses on improved physical functioning tended 
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to view their clinical decision-making from the perspective of facilitating the child’s 
development in the physical domain; their education and support to the parent supports 
that aim.  Therapists who give priority to the development of the parent-child relationship 
in their approach to therapy more often made choices that were relationship-supportive.  
This extended to attending to the concerns, voiced or unvoiced, of the mother.  The three 
clinical vignettes that form the basis of the data collection, while different from each 
other, may not provide adequate samples of clinical decision-making in all areas of music 
therapy with parent-child dyads.  The survey (QUAN phase) identifies additional 
information from which a more complete picture of clinical decision-making can be 
articulated. 
4.4.1.5.  Changing meanings and actions.  The interviews were conducted 
retrospectively.  In each case, therapy with the parent-child dyad had been terminated for 
a period of time.  The therapists had emotional and clinical distance from these cases.  
This may have resulted in shifts in their memory of the case and their clinical goals.  The 
video recall procedure was crucial in getting as close as possible to the initial moment of 
clinical decision-making.  Through the in-depth interview, the therapist and researcher 
were able to create a picture of the therapist’s clinical decision-making.  Two levels of 
member checking allowed for additional opportunities for the therapist to further clarify 
her thoughts. 
4.4.2.  Limitations of the Qualitative Phase 
Though unavoidable, the limited number of participants constitutes the primary 
limitation of this study.  Further, the participants had been in practice for more than 10 
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years and had at least a master’s degree; it is not clear if the years of practice and 
advanced degrees led to different data.   
Limiting the sample to MTWT providers who work with individual parent-child 
dyads may prevent the study from being generalized to ECMT with parent-child dyads or 
to areas of practice in which the parent is not directly involved in the treatment.   
4.4.3.  Conclusion of the Qualitative Phase 
The qualitative phase completed, the interim phase commenced with the creation 
of the survey.   
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CHAPTER 5:  QUANTITATIVE SURVEY CREATION, DATA COLLECION, 
FINDINGS, AND ANALYSIS  
5.1.  Survey Development 
The specific aim for the QUAN phase was to ascertain the level of agreement 
among clinicians with respect to the findings of the qualitative (QUAL) phase.  Chapter 5 
begins with a discussion of the development of the survey, including the constructs 
unique to the study of clinical decision-making.  A discussion of survey implementation 
is followed by presentation of the results.  
The survey sought to ascertain to what degree the larger body of music therapists  
(a) attended to musical constructions in their in-the-moment clinical decision-making, (b) 
endorsed the beliefs determined through the qualitative data analysis, and (c) found the 
Music Together materials and philosophy supported their clinical work.  The survey also 
gathered information regarding music therapists’ implementation of MTWT to answer 
the question, “What materials from the MTWT program do music therapists use in their 
practice with families?” 
5.1.1.  Major Survey Constructs 
In accordance with Creswell and Plano-Clark’s (2011) and Creswell’s (2015) 
description of exploratory sequential mixed methods research design, the results of 
QUAL data analysis informed the design of the survey instrument used in the QUAN 
data collection.  The QUAL findings were used to uncover music therapists’ clinical 
decision-making processes.  Specifically, the concepts related to beliefs about clinical 
decision-making for music therapists who work with parent-child dyads using MTWT 
were defined and turned into statements for the survey.  The survey gathered frequency 
data on the following variables: (a) music therapists’ attention to musical constructions, 
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and (b) their endorsement of clinical decision-making beliefs. The purpose of the 
demographic data was to provide a picture of the characteristics of MTWT providers, not 
to determine relationships between variables (Morling, 2015).   
 
5.1.2.  Survey Item Construction  
The survey (Appendix G) was constructed in three parts.  The first part gathered 
respondents’ demographic information:  age, gender, race/ethnicity, education level, 
years in practice as a board-certified music therapist, and years working with the early 
childhood population.  Where available, templates for the demographic questions were 
chosen from Qualtrics’s available resources (https://www.drexel.qualtrics.com).  Clinical 
background and experience were determined through questions related to clinicians’ 
theoretical orientations and additional specializations.  Respondents were also asked 
questions about their relationship to Music Together Worldwide, for example, how often 
they attended professional development activities offered to Music Together teachers and 
licensees; or whether they have been a Music Together Family Class licensee, In School 
licensee, or registered teacher.  Respondents also indicated the length of time they held 
the MTWT license and other aspects of their implementation of MTWT: setting, 
approximate number of families served, and their use of the MTWT materials.   
The second part included questions regarding their use of musical constructions. 
These questions were developed from the findings in the QUAL phase and focused on the 
frequency with which they attended to specific elements of music.  These included the 
qualities of song/chants, the manipulation of musical elements of melody, harmony, 
rhythm, and timbre, and respondents’ awareness of the musical and non-musical 
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behaviors of the parent and child in response to the music experiences.  Questions 
regarding approaches to songs queried the music therapists’ awareness of how they chose 
to begin and end songs; the function of the song within the context of the session; how 
and when to include instrument play and movement; how and when to gauge and 
maintain the interest of the parent and child; and how to end the experience and transition 
to the next experience.   
The third part of the survey focused on the extent to which respondents agreed 
with several belief statements. The development of these questions is detailed in sections 
5.1.3.1. and 5.1.3.2. 
The survey was piloted three times: with a music therapist with no knowledge of 
the topic, with a music therapist with peripheral knowledge of the topic, and with a 
researcher who specializes in survey development.  
5.1.3.  Transforming Qualitative Data  
Validity of the exploratory sequential mixed methods design rests, in part, in the 
appropriate development of the instrument created as a result of the QUAL phase 
(Creswell, 2015).  The integrity of the integration phase of this research is strengthened 
by situating survey development in established practice of instrument creation in 
exploratory sequential mixed methods research (Crede & Borrego, 2013).  The 
integration phase in exploratory sequential mixed methods research involves 
transforming results from qualitative data analysis into survey items (Creswell, 2015).  
Research by Crede and Borrego (2013) using an exploratory sequential mixed methods 
design provides one useful example.   
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5.1.3.1.  Transforming clinical beliefs into survey items.  The QUAL phase 
data analysis resulted in themes related to clinical decision-making processes.  These 
themes were used to form the statements that were included in the survey of a larger body 
of MTWT providers.  Respondents indicated the strength of their agreement with two sets 
of statements: (a) the MTWT Nine Clinical Decision-making Beliefs, and (b) the  
Five Beliefs about Music Together regarding whether the Music Together philosophy or 
content assisted them in their clinical decision-making.  
 Table 15 presents the themes regarding clinical decision-making beliefs 
transformed into survey items.  The inclusion of the relevant Driving Forces (see Chapter 
4) into Table 15 further situates each survey item in the finding from the qualitative data.  
Levels of belief were measured using Likert-type scale response anchors (Vagias, 2006).  
Respondents were offered a 5-point Likert scale wherein 1 is untrue of what I believe and 
5 is true of what I believe.    
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Table 15.  Creating Survey Items from Driving Force Beliefs 
Beliefs Driving Force Survey Item 
Assisting Families Experiencing Beauty As a music therapist, I contribute 
experiences of music that assist 
distressed parent-child dyads. 
Responsible for 
Creating Aesthetics 
Experiencing Beauty Creating aesthetic experiences of 
music is my responsibility as a 
music therapist. 
Awareness of 
Culture/Ethnicity 
Experiencing Beauty; 
Creating a Musical 
Container 
I believe my awareness of the 
dyad’s cultural and ethnic 
background plays a role in my 
intervention decisions. 
Awareness of Goals Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
My awareness of the client’s 
music therapy goals during the 
session influences my clinical 
decision-making. 
Addressing the 
Concerns of the Child 
Creating a Musical 
Container; Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
I am consciously aware of the 
need to address the concerns of the 
child during the session (beyond 
music therapy goals). 
Supporting the Adult Experiencing Beauty; 
Providing 
Opportunities for 
Growth; Opportunities 
for Relating 
The adult’s possible need for 
emotional support contributes to 
my clinical decision-making when 
I choose interventions for the 
dyad. 
Providing Normalized 
Life Experience 
Creating a Musical 
Container; 
Opportunities for 
Relating 
I am conscious of the role that 
music making can play in 
providing a normalized life 
experience (an experience of life 
that is typical for a child and adult 
to engage in). 
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Table 15.  (continued) 
Beliefs Driving Force Survey Item 
Including the Adult Creating a Musical 
Container; Providing 
Opportunities for 
Growth; Providing 
Opportunities for 
Relating 
I consider ways to include the 
adult as an active participant in the 
session in my clinical decision-
making.  
Extending Beyond the 
Session 
Creating a Musical 
Container; Providing 
Opportunities for 
Relating 
My clinical decision-making 
extends beyond the session and 
includes the creation of 
experiences of music for the dyad 
to perform together outside of the 
music therapy session. 
 
5.1.3.2.  Transforming beliefs about Music Together into survey items.  
Survey respondents were queried about five general beliefs regarding Music Together 
philosophy on their clinical decision-making.  These beliefs have roots in the Music 
Together philosophy and serve to more fully articulate the possible alignment with 
therapists’ decision to adopt MTWT as tool in their therapy practice.  Table 16 presents 
my process for transforming the clinical decision-making belief derived from themes in 
the QUAL data and corresponding Music Together philosophical statement into survey 
items.  
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Table 16.  Creating Survey Items from Beliefs about Music Together 
Clinical Decision-
Making Belief 
Music Together 
Philosophy 
Survey Item 
Creating music therapy 
interventions 
Young children’s 
musical growth occurs 
best in a playful, 
musically rich, and 
developmentally 
appropriate setting 
(Music Together 
Philosophical Principle 
4). 
I believe the MTWT materials 
include sufficient variety in the 
repertoire (tonalities, rhythms, 
forms, cultural influences) from 
which I can create music therapy 
interventions. 
Supporting dyad and 
individual 
All children are 
musical (Principle 1). 
The participation and 
modeling of parents 
and caregivers—
regardless of their 
musical ability—are 
essential to a child’s 
musical growth 
(Principle 3). 
I believe the MTWT approach 
supports the importance of 
simultaneously attending to the 
parent-child relationship and the 
needs of the individual parent and 
child as individuals. 
Matching clinical 
decision-making 
All children can 
achieve basic music 
competence: the ability 
to sing in tune and 
move with accurate 
rhythm (Principle 2).  
Principle 3. 
I believe that the focus of MTWT 
on fostering a child’s development 
matches my clinical decision-
making processes. 
Collaborating between 
adults 
Principles 3 and 4. I believe that the MTWT approach 
supports the collaborative working 
relationship between the adults.  
Dyad relating Principles 3 and 4. I believe that the MTWT approach 
assists my clinical decision-
making by creating opportunities 
for the parent and child to relate to 
each other. 
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5.2  Survey Implementation 
The online survey (hosted by Qualitrics) was disseminated to board-certified 
music therapists (N = 75) who were current or past providers of MTWT.  Bi-weekly 
reminders were sent to non-responders over a period of eight weeks. Consent to 
participate was indicated by survey completion. The informed consent process conformed 
to Drexel University’s Human Research Protection program. Data were securely stored in 
password protected electronic form with redundant password-protected backup on an 
external hard drive.  Access was limited to the researcher and CITI-certified dissertation 
advisors. Participants were permitted to skip questions.  Questions with less than a 100% 
response rate are identified in response reporting. 
5.3  Data Analysis 
Survey data were analyzed using SPSS version 24 with frequencies and 
descriptive statistics.  Data describing the survey sample are presented first.  
5.3.1.  Description of Respondents 
The survey consisted of a variety of questions regarding what respondents 
considered important in their clinical decision-making.  These areas included (a) 
demographics, (b) clinical background and experience, (c) relationship to Music Together 
LLC, (d) implementation of MTWT, (e) musical constructions, (f) approaches to songs, 
(g) beliefs regarding clinical decision-making, and (h) beliefs regarding Music Together 
philosophy on clinical decision-making.  The survey attempted to ascertain the degree to 
which therapists’ beliefs regarding the implementation of MTWT, their use of musical 
constructions, and their approach to songs aligned with the results of the QUAL phase 
data. In order to contextualize the survey responses, a comparison of the survey 
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respondents was made to the full population of MTWT providers on three different 
variables: education level, years as MT-BC, and years as MTWT provider.  
5.3.1.1.  Demographics.  This subsection characterizes the demographics of the 
respondent group (N  = 22).  The mean age of the music therapists in this sample was 
approximately 39 years (SD = 7.63) with a range of 32 years (25 years to 57 years).  
Twenty of the 22 respondents (90.91%) identified as female.  The respondents reported 
race/ethnicity as predominately white/Caucasian (n = 19, 86.36%), with others reporting 
as Asian (n = 2, 9.09%) and Hispanic (n = 1, 4.55%).  
5.3.1.2.  Clinical background and experience. An equal number of respondents 
reported holding bachelor’s and master’s degrees (n = 10 for each, 45.45%).  Two 
respondents reported having doctoral degrees (9.09%).  An analysis of the larger group of 
MTWT providers (N =  43) revealed a greater difference in number of bachelor’s and 
master’s degrees: n = 24 (55.80% ) had bachelor’s degrees; n = 17 (39.50%) had master’s 
degrees. 
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Figure 13.  Comparison of level of education between survey respondents and population 
of MTWT providers. 
Respondents also reported on their years of music therapy practice.  The 
categories less than five years and 15–19 years both had three (13.63%) responses.  Five 
respondents (22.73%) had been in practice for five to nine years.  The largest percentage 
(n = 9, 40.91%) had been in practice between ten to fourteen years. One (4.55%) music 
therapist reported practicing 20-24 years; another reported practicing for 25 or more 
years. An analysis of the larger group of MTWT providers (N = 43) revealed more 
diversity in years in practice than in the group of survey respondents, with a majority of 
the larger group having practiced for more than five years and less than fifteen years:  
five to nine years (n = 14, 32.60%), ten to fourteen years (n = 13, 30.20%). 
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Figure 14.  Comparison of years in practice between survey respondents and population 
of MTWT providers. 
MTWT has been available for eight years (including two years of development 
and pilot prior to being made generally available in 2011).  Eight respondents (36.36%) 
reported holding the MTWT license for less than one year.  Two respondents (9.09%) 
reported holding the MTWT license for separate periods of one, five, and eight years, 
respectively. Six (27.27%) held the license for two years.  One (4.55%) respondent held 
the license for three years and another held the license for six years. An analysis of the 
larger group of MTWT providers (N = 43) revealed a different distribution in providers 
offering MTWT, with the greatest difference in the number of providers holding the 
MTWT license for one year (n = 15, 34.90%).  
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Figure 15.  Comparison of years as MTWT provider between survey respondents and 
population of MTWT providers.  
Survey respondents also reported their years of experience working with the early 
childhood population.  The largest group of respondents (n = 9) reported having between 
ten and fourteen years’ experience with the early childhood population (40.91%).  The 
majority of the respondents (59.10%) had at least ten years of clinical experience.  Two 
music therapists (9.09%) reported less than five years’ experience in early childhood.  
The categories 5-9 years and 15-19 years both had five (22.73%) responses.  One 
clinician (4.55%) reported working for 20-24 years in early childhood. Thus, a typical 
survey respondent was a thirty-nine year old bachelor’s or master’s prepared Caucasian 
female with between ten and fourteen years of clinical and early childhood experience, 
who has held the MTWT license for less than one year.   
5.3.1.2.1.  Theoretical orientation.  Respondents were asked to identify (without 
ranking preference) up to two different theoretical orientations with which they 
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identified, thereby bringing the total number of responses to thirty-four.  The most 
frequently chosen theoretical orientation, Eclectic (n = 14, 41.18%) was followed by 
Developmental (n = 8, 23.52%).  Five respondents chose Behavioral (15.71%).  One 
respondent (2.94%) chose Systems.  
5.3.1.2.2.  Additional specializations.  Regarding participants’ specializations, 13 
of 22 (59.1%) reported completing additional certifications in developmental therapy (n 
=1), music education (n = 3), NICU music therapy (n = 1), Neurologic Music Therapy (n 
= 4), Orff (n = 1), special education (n = 1), and yoga (n = 2).  Respondents were asked to 
indicate the level of training they received in the specialization offered (one or more 
workshops, completed as part of practicum/internship, started certificate program, 
completed certificate training).  Respondents had the opportunity to add additional 
specializations not represented in the survey; counseling and Feldenkrais were added, 
each with a frequency of n = 1.  Table 17 summarizes the level of training in additional 
certifications reported by respondents. 
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Table 17.  Clinician Specializations 
Specialization n  Level of Training (n) 
Neurologic Music Therapy 10  One or more workshops (4) 
Completed practicum/internship (2) 
Completed certificate program (4) 
Early Intervention 6  One or more workshops (5) 
Completed practicum/internship (1) 
Orff 6  One or more workshops (5) 
Completed certificate program (1) 
Bonny Method GIM 5  One or more workshops (4) 
Started certificate program (1) 
Developmental Therapy 4  One or more workshops (3) 
Completed certificate program (1) 
Yoga 4  One or more workshops (2) 
Completed certificate program (2) 
Music Education 3  Completed certificate program (3) 
Neonatal Intensive Care Unit 3  One or more workshops (2) 
Completed certificate program (1) 
Early Childhood Education 2  One or more workshops (2) 
Special Education 2  One or more workshops (1) 
Completed certificate program (1) 
 
5.3.1.3. Relationship to Music Together.  At the time of the survey, Music 
Together LLC was the legal name for the company that published Music Together.  The 
company’s name has since changed to Music Together Worldwide and is referenced this 
way throughout this report.  For the purpose of Section 5.3.1.3, the original name is used 
in order to remain consistent with the original language on the survey.  Music Together 
LLC offers development opportunities and the ability to hold trademark licenses or teach 
different programs.  The following is a summary of the frequency with which MTWT 
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providers have participated in these opportunities.  Of the total number of respondents, 
eight attended skills and songs workshops (36.36%), three took a Music Together 
refresher course (13.6%), four completed Certification Level I (18.18%), and one 
completed Certification Level II (4.55%).  In addition to holding the MTWT license, 
fourteen (63.63%) respondents indicated they are registered Music Together teachers of 
Family Classes.  Nine (40.91%) indicated that they held an Independent Center Director 
license to offer Family Classes.  Two respondents (9.09%) indicated they are licensed to 
offer the In School program. 
5.3.1.4.  Implementation of MTWT.  Respondents were queried on the 
implementation of MTWT within their clinical sites.  Respondents chose all applicable 
client types from the selection provided.  Respondents reported Individual Child with no 
Adults (n = 13) and Individual Parent-Child Dyads (n = 11) as the most frequent 
implementation of MTWT.  Music therapy groups using MTWT with families inclusive 
of Individual Parent-Child Dyads (n = 11), Individual Families (n = 9), and Multiple 
Children with Parents (n = 9) were reported to be less frequently offered than music 
therapy groups or individual sessions using MTWT with children without parents or adult 
caregivers.  The frequency of client types that do not include parents in the session was 
greater than the frequency of client types that include the parents (n = 31 and n = 29 
respectively). Figures 16 and 17 show the proportional relationship of the survey 
respondents who reported implementing MTWT in the individual and group settings, 
respectively.  
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Figure 16.  Respondents’ report of the implementation of MTWT in the individual music 
therapy setting.  
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Figure 17.  Repondents’ report of the implementation of MTWT in the group music 
therapy setting.  
Respondents were asked to indicate all the settings in which they implement 
music therapy using the MTWT offering.  Thirty-seven responses were recorded.  The 
list includes types of locations known to be settings in which clinicians offer MTWT, 
with additional locations provided by the respondents.  Respondents reported the settings 
Community (n = 10) and Home-based (n = 9) as the most frequent settings in which they 
provided music therapy using the MTWT offering.  The reported frequency of 
respondents offering using MTWT in institutional settings (Hospital, n = 4; Outpatient, n 
= 8; School, n = 5; and Social Service Agency, n = 1) total eighteen.  
Nine respondents (40.91%) reported serving fewer than twelve families during the 
time they provided MTWT.  This result appears to intersect with the data indicating that 
sixteen respondents (72.73%) have held the MTWT trademark license for less than three 
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years.  Six respondents (27.27%) reported serving twelve or more families.  This result 
intersects with the data indicating that five respondents have held the MTWT license for 
five to eight years.  
Table 18 summarizes the survey results that compare length of time as a MTWT 
provider with the respondent’s years of music therapy practice and number of families 
served.  This information may help to contextualize the profile of a music therapist who 
decided to become a MTWT provider.  For example, of the nine music therapists who 
had been in practice for up to nine years, eight of the music therapists held the MTWT 
license for three years or fewer.  Of the fourteen music therapists who have been in 
practice more than ten years, seven held the MTWT license for two years or fewer. 
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Table 18.  Years of Music Therapy Practice and Length of Time as MTWT Provider and 
Number of Families Served 
Years of Music 
Therapy Practice 
Length of Time as 
MTWT Provider 
n Number of 
Families Served  
Up to 9 years Less than 1 year 3 0-3   
  1 8-11   
 1 year 1 0-3   
  1 12-15   
 2 years 1 4-7  
 3 years 1 4-7  
 8 years 1  50-100  
10 years or more Less than 1 year 2 0-3   
  1 4-7   
  2 8-11  
 2 years 4 0-3  
  1 40   
 5 years 1 8-11   
  1 15+   
 6 years 1 30-50  
 8 years 1 12-15  
 
Respondents to the survey were asked to respond to the frequency of their use of 
elements of the MTWT program on a scale range where 1 = never and 5 = every time.  
These responses are summarized in Table 19.  These elements include use of songs from 
the Music Together repertoire; sending the recording and songbook home with the 
family; providing parent education moments; using the recording or songbook in session; 
and use of other support materials such as the HomePlay pages, graphics, and slowed 
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recordings.  The differences in N for each program component reflect the differences in 
the number of respondents who chose to answer questions in this category.  
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Table 19.  Frequency of Implementation of MTWT 
Program Component N Never 
n (%) 
Almost 
never 
n (%) 
Occasionally/ 
sometimes 
n (%) 
Almost 
every time 
n (%) 
Every time 
n (%) 
I use songs from the Music Together 
repertoire 
22 – – 5 (22.73) 10 (45.45) 7 (31.81) 
I send the recording and songbook home 
with the family 
21 1 (4.5) 1 (4.5) 3 (13.6) 6 (27.3) 10 (45.5) 
I use the recording during sessions 21 2 (9.1) 1 (4.5) 9 (4.9) 6 (27.3) 3 (13.6) 
I use the songbook during sessions 21 2 (9.1) 4 (18.2) 10 (45.5) 3 (13.6) 2 (9.1) 
I give Homeplay pages to families 21 4 (18.2) 6 (27.3) 7 (31.8) 4 (18.2) – 
I give the adult suggestions or guidance 
on using the songs and materials at home 
18 1 (4.5) – 4 (18.2) 9 (4.9) 4 (18.2) 
I use the graphics in therapy 20 6 (27.3) 4 (18.2) 6 (27.3) 1 (4.5) 3 (13.6) 
I use the slowed recordings in therapy 20 8 (36.4) 5 (22.7) 5 (22.7) 2 (9.1) – 
I give the slowed recordings to the family 20 8 (36.4) 6 (27.3) 4 (18.2) 1 (4.5) 1 (4.5) 
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The following elements of MTWT that are most frequently used (inclusive of 
Almost every time and Every time) are I use songs from the Music Together repertoire (n 
= 17, 77%) and I send the recording and songbook home with the family (n = 16, 76%).  
The components of MTWT reported to be used the least frequently (inclusive of Never, 
Almost never, and Occasionally) include I use the graphics in therapy (n = 16, 80%), I 
use the slowed recordings in therapy (n = 18, 90%), and I give the slowed recordings to 
the family (n = 18, 90%).   
5.4. QUAN Phase Results 
5.4.1. Musical Constructions   
Analysis of the QUAL phase data in revealed a variety of musical constructions 
employed by music therapists working with parent-child dyads.  These data are reported 
to address the research question, “to what degree did the larger body of music therapists 
attend to musical constructions in their in-the-moment clinical decision-making?” These 
musical constructions are ways in which the elements of music (i.e., melody, harmony, 
rhythm, and timbre) of the songs and chants were implemented by the therapist in 
response to what was happening at that moment of the session.  Table 20 summarizes the 
frequency with which respondents employed musical constructions (using the simple 
descriptions used below) using a scale range where 1 = never and 5 = every time.  
Respondents were offered the opportunity to indicate additional musical constructions; no 
additional musical constructions were added.  The differences in N among the 
components of Table 20 reflect the differences in the number of respondents who chose 
to answer questions in this category.
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Table 20.  Frequency of Musical Constructions 
Musical Construction N Never 
n (%) 
Almost 
never 
n (%) 
Occasionally/ 
sometimes 
n (%) 
Almost 
every time 
n (%) 
Every time 
 n (%) 
Songs from outside the Music Together 
repertoire  
22 – – 9 (40.91) 9 (40.91) 4 (18.18) 
Chants (lacking a defined melody, spoken 
in a rhythmic way)  
22 1 (4.55) 1 (4.55) 6 (27.27) 12 (54.5) 2 (9.09) 
Songs with words  22 – – – 14 (63.63) 8 (36.36) 
Songs without words 22 – – 6 (27.27) 11 (50.00) 5 (22.73) 
Improvising vocally (as the therapist) 
using vocables  
22 – – 6 (27.27) 12 (54.55) 4 (18.18) 
Play songs  21 – – 6 (28.57) 11 (52.38) 4 (19.05) 
Lullaby/resting songs  22 – 1 (4.55) 8 (36.36) 7 (31.81) 6 (27.27) 
Awareness of the peak of the song  20 1(5.00) 1 (5.00) 3 (15.00) 11 (55.00) 4 (20.00) 
Singing a cappella  21 – – 1 (4.76) 10 (47.62) 10 (47.62) 
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Table 20.  (continued) 
Musical Construction N Never 
n (%) 
Almost 
never 
n (%) 
Occasionally/ 
sometimes 
n (%) 
Almost 
every time 
n (%) 
Every time 
 n (%) 
Adding family members’ names  21 – – 5 (23.81) 8 (38.09) 8 (38.09) 
Changing the words of the song/chant  22 – – 5 (22.73) 12 (54.55) 5 (22.73) 
Encouraging singing on vocables (child 
and/or adult)  
22 – – 3 (13.63) 10 (45.45) 9 (40.91) 
Accompanying self with guitar/piano  22 – – 5 (22.73 11 (50.00) 6 (27.27) 
Emphasizing rhythm  22 – 1 (4.55) 7 (31.81) 5 (22.73) 9 (40.91) 
Using melody to convey instructions 21 – 1 (4.76) 5 (23.81) 9 (42.56) 6 (28.57) 
Using melody to narrate action 21 – 1 (4.76) 6 (28.57) 9 (42.56) 5 (23.81) 
Holding the cadence 21 – 1 (4.76) 13 (16.90) 5 (23.81) 2 (9.52) 
Pausing (the song/chant) to wait for a 
child’s response 
21 – – 2 (9.52) 10 (47.62) 9 (42.56) 
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Table 20.  (continued) 
Musical Construction N Never 
n (%) 
Almost 
never 
n (%) 
Occasionally/ 
sometimes 
n (%) 
Almost 
every time 
n (%) 
Every time 
 n (%) 
Pausing (the song/chant) to wait for the 
adult’s response 
20 – – 6 (30.00) 8 (40.00) 6 (30.00) 
Ending the song aesthetically 21 – – 3 (14.29) 11 (52.38) 7 (33.33) 
Deliberate change in loudness 20 – – 3 (15.00) 13 (65.00) 4 (20.00) 
Deliberate choice of keys 20 – – 8 (40.00) 5 (25.00) 7 (35.00) 
Deliberate change of tempo 20 – – 3 (15.00) 13 (65.00) 4 (20.00) 
Attending to ascending and descending 
scale tones 
20 – 1 (5.00) 7 (35.00) 10 (50.00) 2 (10.00) 
Repeating the song several times in a row 21 – – 3 (14.29) 9 (42.56) 9 (42.56) 
Repeating the song more than once during 
the course of the session 
21 – 7 (33.33) 6 (28.57) 5 (23.81) 3 (14.29) 
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Participants most frequently used songs with words (n = 22), singing a cappella 
(n = 20), encouraging singing on vocables (n = 19), and pausing (the song/chant) to wait 
for a child’s response (n = 19), and repeating the song several times in a row (n = 18).  
Participants reported infrequent use of holding the cadence (n = 7), and repeating the 
song more than once during the course of the session (n = 8).   
In order to determine how respondents approached songs, respondents to the 
survey were queried on the frequency with which they attended specific qualities of 
songs that they considered when including the song in music therapy with a parent-child, 
using a scale range of never, almost never, occasionally/sometimes, almost every time, 
and every time.  The approaches to songs included in the survey were determined through 
analysis of the qualitative data (which resulted in the MTWT Five Levels of Music).  The 
survey items in approaches to songs include the following:  (a) how easy the song is to 
learn; (b) the function of the song within the lesson plan; (c) how to incorporate 
instrument play and movement into the song; (d) how to maintain the child’s and adult’s 
interest; (e) how to end the song; and (f) how to transition to the next experience.  The 
differences in N among the components of Table 21 reflect the differences in the number 
of respondents who chose to answer questions in this category.  Additionally, no 
respondents chose categories never or almost never in Table 21 to answer the questions 
regarding their approaches to songs. 
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Table 21.  Frequency of Approaches to Songs 
Approach to Songs N Occasionally/ 
sometimes 
n (%) 
Almost 
every time 
n (%) 
Every time 
 n (%) 
How easy the song is to learn 19  8 (42.11) 8 (42.11) 3 (15.79) 
How to begin the song 20  9 (45.00) 8 (40.00) 3 (15.00) 
The function of the song 
within the lesson plan (i.e., 
what I hope the dyad will get 
out of the song) 
20  – 7 (35.00) 13 (65.00) 
How to incorporate instrument 
play into the song (for the 
child and/or adult) 
19  6 (31.58) 8 (42.11) 5 (26.32) 
How to incorporate movement 
(with or without props) into 
the song (for the child and/or 
adult) 
20  7 (35.00) 5 (25.00) 8 (40.00) 
How to maintain the child’s 
interest 
20  – 3 (15.00) 17 (85.00) 
How to maintain the adult’s 
interest 
19  4 (21.05) 7 (36.84) 8 (42.11) 
How to end the song 20  6 (30.00) 7 (35.00) 7 (35.00) 
How to transition to the next 
experience 
19  5 (26.32) 6 (31.58) 8 (42.11) 
 
The two approaches to songs most frequently indicated in any category are the 
function of the song within the lesson plan (n = 13) and how to maintain the child’s 
interest (n = 17).  The high level of endorsement of all of the approaches to songs by the 
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respondents suggests a high level of agreement with the results of the grounded theory 
analysis from the QUAL phase. 
5.4.2. Beliefs Regarding Clinical Decision-making 
These data address the research question “To what degree does the larger body of 
music therapists who are MTWT providers endorse the beliefs determined through the 
QUAL data analysis?” Table 22 displays participants’ responses to questions regarding 
the strength of their belief of the statements using a rating scale of untrue of what I 
believe, somewhat untrue of what I believe, neutral, somewhat true of what I believe, and 
true of what I believe.  No respondents selected untrue of what I believe for any belief 
statement.  All respondents indicated a high level of agreement with the belief statements.
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Table 22.  Strength of Music Therapy Clinical Decision-Making Beliefs 
Clinical Decision-
Making Beliefs 
N Somewhat 
untrue of 
what I 
believe 
n (%) 
Neutral 
n (%) 
Somewhat 
true of what 
I believe 
n (%) 
True of 
what I 
believe 
n (%) 
Assisting Families  19  – 1 (5.26) 7 (36.84) 11 (57.89) 
Responsible for 
Creating Aesthetics  
19  2 (10.53)  8 (42.11)  9 (47.37) 
Awareness of 
Culture/Ethnicity  
19  – 1 (5.26) 5 (26.32) 13 (68.42) 
Awareness of Goals  19  – – 2 (10.53) 17 (89.47) 
Addressing 
Concerns of the 
Child  
19  – – 4 (21.05) 15 (78.95) 
Supporting the 
Adult  
19  – 2 (10.53) 5 (26.32) 12 (63.16) 
Providing 
Normalized Life 
Experience  
19  – – 5 (26.32) 14 (73.68) 
Including the Adult 18  – – 6 (33.33) 12 (66.67) 
Extending Beyond 
the Session  
19  – – 6 (31.58) 13 (68.42) 
 
Figures 18 through 26 below provide visual representations of the level of 
endorsement of the nine clinical decision-making beliefs.
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Figure 18.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the belief statement As a music therapist, I contribute experiences 
of music that assist distressed parent-child dyads. 
 
Figure 19.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement Creating aesthetic experiences of 
music is my responsibility as a music therapist. 
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Figure 20.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement I believe my awareness of the dyad’s 
cultural and ethnic background plays a role in my intervention decisions. 
 
  
Figure 21.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement My awareness of the client’s music 
therapy goals during the session influences my clinical decision-making. 
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Figure 22.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement I am consciously aware of the need to 
address the concerns of the child during the session (beyond music therapy goals). 
  
Figure 23.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement The adult’s possible need for 
emotional support contributes to my clinical decision-making when I choose 
interventions for the dyad. 
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Figure 24.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement I am conscious of the role that music 
making can play in providing a normalized life experience (an experience of life that it 
typical for a child and adult to engage in).  
  
Figure 25.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement I consider ways to include the adult 
as an active participant in the session in my clinical decision-making. 
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Figure 26.  Graphical representation of the level of endorsement among MTWT provider 
survey respondents for the clinical belief statement My clinical decision-making extends 
beyond the session and includes the creation of experiences of music for the dyad to 
perform together outside of the music therapy session.  
5.4.3.  Beliefs about Clinical Decision-Making Related to Music Together 
These data address the research question “To what degree did the larger body of 
music therapists find the Music Together materials and philosophy support their clinical 
work?” Respondents rated the strength of their belief regarding their clinical decision-
making related to MTWT on a scale of untrue of what I believe, somewhat true of what I 
believe, neither true nor untrue of what I believe, somewhat true of what I believe, and 
true of what I believe.  No respondent chose untrue of what I believe or neither true nor 
untrue of what I believe for any of the belief statements.  The differences in N found in 
Table 23 reflect the differences in the number of respondents who chose to answer 
questions in this category.
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Table 23.  Strength of Belief in MTWT Supports to Clinical Decision-Making 
Clinical Decision-
Making Belief 
N Somewhat 
Untrue of What 
I Believe  
n (%) 
Somewhat True 
of What I 
Believe   
n (%) 
True of What I 
Believe 
n (%) 
Sufficient materials for 
creating interventions 
19  1 (5.26) 4 (21.05) 14 (73.68) 
Supporting dyad and 
individual 
20  – 6 (30.00) 14 (70.00) 
Matching clinical 
decision-making 
19  – 8 (42.11) 11 (57.89) 
Collaborating between 
adults 
19  – 4 (21.05) 15 (78.95) 
Dyad relating 20  1 (5.00) 2 (10.00) 17 (85.00) 
 
Figures 27 through 31 provide graphical representations of the level of 
endorsement of the five beliefs of clinical decision-making related to Music Together.
 
Figure 27.  Graphical representation of the level of endorsement of the clinical decision-
making belief related to Music Together I believe the Music Together Within Therapy 
materials include sufficient variety in the repertoire (tonalities, rhythms, forms, cultural 
influences) from which I can create music therapy interventions.  
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Figure 28.  Graphical representation of the level of endorsement of the clinical decision-
making belief related to Music Together I believe the Music Together Within Therapy 
approach supports the importance of simultaneously attending to the parent-child 
relationship and the needs of the parent and child as individuals.
 
Figure 29.  Graphical representation of the level of endorsement of the clinical decision-
making belief related to Music Together I believe that the focus of Music Together Within 
Therapy on fostering a child’s development matches my clinical decision-making 
processes.  
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Figure 30.  Graphical representation of the level of endorsement of the clinical decision-
making belief related to Music Together I believe that the Music Together Within 
Therapy approach supports the collaborative working relationship between the adults.
  
Figure 31.  Graphical representation of the level of endorsement of the clinical decision-
making belief related to Music Together I believe that the Music Together Within 
Therapy assists my clinical decision-making by creating opportunities for the parent and 
child to relate to each other.  
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5.5.  Summary of QUAL Findings 
The survey provides a description of the level of endorsement of the specific 
beliefs determined during the QUAL phase of music therapists who provide MTWT.  
These belief statements reflect clinical decision-making processes when working with 
parent-child dyads.  The QUAN data suggest a strong level of agreement among the 
respondents on the 14 belief statements.  Discussion will follow in Chapter 6. 
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CHAPTER 6:  DISCUSSION AND RECOMMENDATIONS 
6.1.  Discussion of QUAN Findings 
MTWT providers were surveyed to determine to what degree they (a) attended to 
musical constructions in their clinical decision-making, (b) endorsed the 14 belief 
statements discovered in Phase 1, and (c) found the Music Together materials and 
philosophy supportive in their clinical work.  The description of the larger MTWT 
population with respect to level of education, years in the profession, and years as 
MTWT provider provides some context for the survey responses. The following 
discussion connects the data to the theoretical constructs underpinning this inquiry.  
6.1.1.  Attending to Musical Constructions During In-the-Moment Clinical Decision-
Making   
Participants reported fairly consistent usage of the musical constructions listed in 
the survey.  While there was opportunity for participants to add musical constructions, no 
others were listed, indicating agreement that the constructions identified in the QUAL 
phase were representative of music therapy practice with parent-child dyads.  This is 
important because it indicates a level of agreement that appears consistent with other 
research in ECMT (Abad & Williams, 2007; Nicholson et al., 2008; Standley et al., 2009; 
Standley & Walworth, 2010).  Therefore, music therapists who provide MTWT may be 
more similar to general music therapy practice in their approach to IMTPCD.   
6.1.1.1.  Musical constructions and attachment.  MTWT providers appear 
keenly aware of the role of music therapy to support attachment between parents and 
children.  To that end, they provide opportunities for families to communicate musically 
similar to those discussed by Edwards (2011b), Malloch (1999), Malloch et al. (2012), 
Friedman et al. (2010); H. Papoušek (1996), and Standley et al. (2009).  In addition to the 
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consistent awareness of the use of musical constructions in their work with parent-child 
dyads, MTWT providers also endorse the belief that the MTWT materials include 
sufficient variety in the repertoire from which the clinician can create music therapy 
interventions (Figure 27). Together with the strong endorsement of the belief that the 
MTWT approach supports the importance of simultaneously attending to the parent-child 
relationship and the needs of the parent and child as individuals (Figure 28), it appears 
that the music therapists in this sample have opted to include Music Together’s approach 
as a component of their clinical decision-making.  
6.1.1.2.  Supporting parental competence.  Therapists exhibited their belief in 
the importance of supporting parent competence through mentoring and facilitated music-
making through high levels of endorsement of the following belief statements: (a)  
supporting the adult (Figure 23), (b) providing a normalized life experience (Figure 24), 
and (c) the MTWT approach of addressing the needs of the parent and child 
simultaneously (Figure 28). The notion that music therapists offering MTWT consider 
parent competence in their clinical decision-making is further supported by the high 
endorsement of MTWT to provide experiences of music that are accessible yet 
sufficiently rich enough to engage the both the adult and the child (Figure 27).  Taken 
together,  the combination of the beliefs mirrors Pasiali’s (2013) work and provides 
support for the MTWT program serving as an appropriate parenting resource as described 
by Bavolek (2007a, 2007b).   
6.1.1.3.  Attending to the child and parent.  The results of this study suggest 
that for music therapists who provide MTWT, clinical decision-making regarding the 
enjoyment for both child and parent lies in what appears to be the approach to music-
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making described by the MTWT Five Levels of Music (Figure 7).  The developmental 
approach to music-making for children has been discussed by H. Papoušek (1996) and 
Standley et al. (2009) and is embedded within the structure of Music Together’s 
(Guilmartin & Levinowitz, 2003) approach to early childhood music education.  
However, MTWT providers highly endorse two additional beliefs:  (a) the need to 
consider the need to provide emotional support to the adult as a component of clinical 
decision-making (Figure 23), and (b) the belief that the MTWT approach supports the 
collaborative working relationship between the adults (Figure 30).  When viewed in 
context of IMTPCD, music therapists who offer MTWT appear to be supported in their 
clinical decision-making by the MTWT approach.   
6.1.2.  Endorsing Beliefs 
The high degree of endorsement of the MTWT Nine Clinical Decision-making 
Beliefs  regarding clinical decision-making suggest that the QUAL data collected 
adequately fit with the awareness and beliefs held by the larger community.  Of interest is 
the occurrence of two responses that indicated a lack of agreement with the statement of 
therapist’s responsibility for creating an aesthetic experience.  It may be that the 
respondents confused “aesthetic experience” with an expectation that the child or parent 
would be encouraged to “perform” music in a sophisticated way, beyond their capability.  
However, this concept runs deeply counter to the Music Together philosophy, which was 
strongly endorsed by all participants.  
6.1.3.  Music Together Materials and Philosophy 
6.1.3.1.  Music Together philosophy.  Answering the sub-question What role, if 
any, does the Music Together training and philosophy have in the music therapist’s 
  204 
 
process of decision-making that occur during the course of one session,  there is a high 
level of endorsement among participants on items related to the Music Together 
philosophy as it supports their clinical decision-making.  These responses are congruent 
with the theoretical orientations most frequently chosen by the respondents (eclectic and 
developmental).  The Music Together philosophy seems to resonate with music therapists 
seeking materials and supports that are congruent with their theoretical orientation.   
6.1.3.2.  Music Together materials.  The MTWT materials used the most are the 
recording and songbook.  These are also the two most user-friendly tools: they are 
physical materials that the therapist does not have to modify in any way prior to giving 
them to the family.  In contrast, the other materials listed in the survey (e.g., graphics, 
HomePlay pages, and slowed recordings) require some preparation to be sure that they 
address the child’s treatment goals.   
6.1.4.  Limitations of the QUAN phase 
The results of the QUAN phase provide a preliminary description of the function 
of MTWT within music therapists’ process of clinical decision-making.  While the 
response rate was approximately one-third of the potential respondent pool, comparison 
of a larger group of music therapists on the features of level of education, years in 
practice, and years as a MTWT provider suggest that the respondents were generally 
similar to the larger population of the MTWT providers.  Therefore, it is likely that the 
results of the QUAN phase are more similar than dissimilar to the larger group.  
6.1.5.  Conclusion of the QUAN Phase 
This research sought to elucidate music therapists’ clinical decision-making 
processes specific to their work with individual parent-child dyads.  The inquiry was 
  205 
 
limited to therapists working with dyads consisting of a parent and a very young child, 
and was further focused on clinicians who are also MTWT providers.  This exploratory 
sequential mixed methods research design (QUAL  Instrument creation  QUAN) 
began with interviews that were analyzed using constructivist grounded theory methods 
(Charmaz 2006, 2014; see Figure 1).  The QUAL data analysis led to the development of 
a survey instrument (instrument creation) (Creswell, 2015).  The final step, QUAN data 
collection and analysis (Creswell, 2015), assessed the level of agreement among a larger 
body of music therapists who are also MTWT providers. 
The data collected in the QUAL phase complies with constructive grounded 
theory methods as described by Charmaz (2006, 2014) in four ways: (1) the attention to 
use of participants’ language in the construction of codes; (2) frequent checks with 
respondents; (3) peer debriefing; and (4) the creation of clusters and memos in the 
process of coding.  Respondents’ recall of their clinical decision-making process was 
assisted via a video recall process: the researcher conducted the interview while the 
respondent watched a video recording of their own work in MTWT with a parent-child 
dyad.  The video was stopped frequently in order to discuss the moments of decision as 
they arose.  My reflective approach to understanding the respondents’ thoughts during 
their reflection on their clinical decision-making led to the creation of 14 beliefs 
regarding clinical decision-making that are fully bolstered by further definition of the 
MTWT Five Levels of Music for approaching music-making with parent-child dyads.  
Creswell (2015) stated that the final stage of an exploratory sequential design 
study is the interpretation of the QUAN results (Chapter 5), in order to provide new 
results, new and better instruments, and better interventions.  The following describes 
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how the results of the QUAN analysis both answer some of the initial questions and raise 
new awareness of music therapists’ clinical decision-making process with parent-child 
dyads.  
Music therapists generally agree in their usage of the musical constructions within 
their music therapy sessions with parent-child dyads.  The musical constructions are the 
foundation of the MTWT Five Levels of Music.  While the MTWT Driving Forces 
Schematic was not offered for comment to the respondents, each of the four driving 
forces—and the belief statements that were created from the analysis of the driving 
forces—were endorsed by the respondents to the survey.  The final step for this research 
is to contextualize the results of the study within the literature reviewed in Chapter 2.   
6.2.  Interpretation of Results  
The analysis of the data, taken together across all phases of this exploratory 
sequential mixed methods study design, suggests areas of convergence with existing 
literature.  There are also areas in which findings from the present study diverge from 
existing knowledge.  The following is a discussion of these areas in light of the literature 
reviewed in Chapter 2 beginning with clinical decision-making in both music therapy 
(Amir, 1999; Bae, 2011) and nursing (Banning, 2008).  Next, the discussion looks at the 
areas of convergence and the areas of divergence among the MTWT Four Driving 
Forces, systems theory (Bateson, 1972; Bertalanffy, 1968), and the Processes in Music 
Therapy (Sears, 2007).  Areas of convergence and divergence between the Music 
Together Philosophy (Guilmartin & Levinowitz, 2003) and the MTWT Nine Clinical 
Decision-making Beliefs (previously discussed in Chapter 4) will also be addressed.  The 
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discussion concludes by examining the meaning of this new knowledge within the 
context of the field of ECMT with individual parent-child dyads. 
6.2.1.  Clinical Decision-making Alignment with Other Models 
Understanding the processes behind a clinician’s decision-making starts with an 
understanding of the clinicians themselves.  Amir’s (1999) research in clinical decision-
making suggested nine factors (Section 2.6.5.1).  These nine factors point to the influence 
that the totality of a clinician’s professional and personal experience has on her clinical 
decision-making.  Several factors from Amir’s list appear in the MTWT Four Driving 
Forces (Section 4.3.4), especially those factors that suggest a deep belief in, knowledge 
of, and ability to use music.  Additionally, Bae’s (2011) study of the relationships 
between the therapists’ clinical approaches and their choices of music listening (Section 
2.6.5.2) also has some resonance with the MTWT Four Driving Forces.  Table 24 
summarizes the similarities of the MTWT Four Driving Forces with the work of Amir 
(1999) and Bae (2011).  
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Table 24.  Four Driving Forces:  Clinical Decision-Making in Context 
Nine Contributing Factors (Amir, 
1999) 
Influences on 
Clinical Decision-
Making (Bae, 2011)
MTWT Four 
Driving Forces 
(Section 4.3.4)  
Points of Convergence 
 Therapist’s theoretical 
orientation, perceptions, 
and meanings attached to 
music and words 
 Therapist’s belief that it is 
her role to use music 
Music therapy 
orientation 
Experiencing 
beauty 
 Choice of music therapy interventions 
are mediated by clinician’s orientation, 
level of education, and years of 
experience 
 A musically rich repertoire is necessary 
for addressing clients’ needs  
 Therapist’s own experience 
with words and music 
 Therapist’s belief in music 
and its therapeutic power 
 Therapist’s musical ability 
Musical traits Creating a musical 
container 
 The choice of approach to a song matters  
 Clinicians use musical constructions to 
address clinical concerns because they 
believe particular musical constructions 
will impact the therapeutic process 
 Therapist’s knowledge of 
client 
 Therapist’s training in 
verbal psychotherapy 
Case information Providing 
opportunities for 
growth 
 Choice of music therapy interventions is 
mediated by specific knowledge related 
to the clinical population 
 Choice of music therapy interventions is 
mediated by clinician’s knowledge of the 
dyad’s needs  
 Clinicians’ attention to the needs of 
clients extends beyond music-making  
  
209 
Table 24.  (continued) 
Nine Contributing Factors (Amir, 
1999) 
Influences on 
Clinical Decision-
Making (Bae, 2011)
MTWT Four 
Driving Forces 
(Section 4.3.4)  
Points of Convergence 
 Therapist’s professional 
knowledge of therapeutic 
process 
 Therapist’s 
countertransference issues 
Situational 
immediacy 
Providing 
opportunities for 
relating 
 Clinicians attend to moments of relating 
within music-making  
 Clinicians attend to their position within 
the relationship during music-making 
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The clinical decision-making models proposed by Amir (1999) and Bae (2011) do 
not specifically speak to the clinical setting addressed in this research.  It is worth noting 
that there are specific considerations that music therapists must attend to when working 
with parent-child dyads in music therapy.  Likewise, the model of clinical decision-
making proposed here (the MTWT Driving Forces Schematic) may not be 
comprehensive enough to fully cover the clinical decision-making processes for music 
therapists working with small groups of families using MTWT.   
Bannon (2008) noticed that seasoned nurses appear to employ an intuitive-
humanistic model of clinical decision-making more often than novice nurses.  This 
mirrors a finding in the QUAN phase: there was some variation in the use of musical 
constructions (Table 20) that may suggest a possible relationship between length of time 
in the field and the implementation of specific musical constructions within IMTPCD.  
Because the survey did not specifically link the ways that music therapists approach 
specific songs to their use of different musical constructions, some information, which 
could have further clarified the depth of understanding of clinicians’ decision-making 
processes, may have been missed.  
6.2.2.  MTWT Four Driving Forces, Systems Theory, and Processes in Music 
Therapy 
Situating the MTWT Four Driving Forces within the context of systems theory 
(Bateson, 1972; Bertalanffy, 1968) is possible when taking into consideration the 
concepts of equifinality, feedback, and adaptiveness (Section 2.2).  If one accepts the idea 
that equifinality does not imply a mandate to identify a starting point within a system, it 
becomes possible to identify the moments of clinical decision-making using any criteria 
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that the therapist chooses.  This flexibility means that the music therapist can choose to 
attend to the in-the-moment interactions and reactions of the child and parent during 
music-making.  The MTWT Driving Forces Schematic provides a helpful “map” for 
music therapists working with parent-child dyads because it gives options for direction 
based on the feedback from the dyad.   
Similarly, areas of convergence can be asserted between the MTWT Four Driving 
Forces and Sears’ (2007) Processes in Music Therapy.  Music therapy with individual 
parent-child dyads (with or without the use of the MTWT materials) requires that the 
therapist be willing to provide multiple opportunities for the dyad to have experiences of 
self within the structure, experiences in self-organization, and experiences in relating to 
others.  The use of a musically rich repertoire and clearly articulated musical 
constructions provides structure to a session that is accessible to the parent and child.  
The addition of the MTWT materials (and the Music Together approach generally—see 
Section 6.2.3) affords the therapist the ability to meaningfully and systematically address 
parents’ need for education, mentoring, and support.  Table 25 summarizes the 
similarities between the MTWT Four Driving Forces, systems theory, and the Processes 
in Music Therapy. 
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Table 25.  MTWT Four Driving Forces:  Congruence with Systems Theory and Processes 
in Music Therapy 
Systems 
Theory 
Processes of 
Music Therapy 
MTWT Four 
Driving Forces 
Point of Convergence 
Equifinality Experience within 
structure 
Creating a musical 
container 
 Musically rich 
repertoire 
 Approaches to songs 
that respect the 
developmental readiness 
of the child  
 MTWT materials can 
assist therapist in 
clinical decision- 
making  
Feedback  Experience in 
self-organization 
Experiencing 
beauty 
The recognition that 
aesthetic experiences of 
music, over time, can 
contribute to the dyad’s 
well-being  
Adaptiveness Experience in 
relating to others 
 Providing 
opportunities for 
growth 
 Providing 
opportunities for 
relating  
 Approaches to songs 
that provide the parent 
with opportunities to 
engage meaningfully 
with their child  
 Multiple access points 
into music making to 
scaffold  
 
The MTWT Four Driving Forces requires further scrutiny by the members of the 
MTWT community, by both music therapists and other professionals who provide the 
program.  There may be additional factors in clinical decision-making that were not 
revealed in the QUAL or QUAN analysis which are present in other professions.  Taking 
a more trans-disciplinary approach is congruent with the systems approach to providing 
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appropriate clinical services.  Additionally, by broadening the discussion to include other 
perspectives, specific elements may be revealed that reside within the domain of music 
therapy, thus providing additional direction to the formulation of an indigenous theory of 
ECMT.  
6.2.3.  Music Together Philosophy and MTWT Nine Belief Statements 
The convergence between the Music Together philosophy and the Five Beliefs 
about Music Together was previously discussed in Section 5.1.3.2. (see also Table 14).  
Connections between the Music Together philosophy and the MTWT Nine Belief 
Statements, which were discussed in Section 4.3.5.1, are also apparent.  Table 26 
summarizes this relationship.  While these belief statements may resonate with music 
therapists who do not provide MTWT, the statements are fully embedded within the 
Music Together philosophy.   
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Table 26. Music Together Philosophy and the MTWT Nine Belief Statements 
Music Together 
Philosophical Points 
MTWT Nine Belief 
Statements 
Points of Congruence Points of Divergence 
All children are musical Responsible for 
creating aesthetics 
Recognition that music is a 
fundamental way of experiencing 
the world, knowing one’s self, and 
forming interpersonal 
relationships 
N/A 
All children can achieve 
basic music competence 
Awareness of goals Many ways to approach music-
making that meet multiple ends; 
Music Together facilitator meets 
the adults and children where they 
are in their music development 
and provides opportunities for the 
adult and child to grow musically 
MWT providers simultaneously 
acknowledge barriers to the 
development of basic music 
competence; the MTWT provider 
proceeds as if the child will 
achieve basic music competence  
The participation and 
modeling of parents and 
caregivers, regardless of 
their musical ability, is 
essential to a child’s 
musical growth 
 Awareness of 
culture/ethnicity 
 Supporting the adult 
 Including the adult 
 Extending beyond the 
session 
Recognition of the importance of 
well-structured experiences of 
music; conscious representation of 
music reflecting a variety of 
tonalities, rhythms, tonalities, and 
timbres  
MTWT providers may more 
intentionally include family-
preferred music, even it if is 
outside of the Music Together 
repertoire; MTWT providers may 
have more formal (undergraduate 
and/or graduate) multicultural 
training  
Table 26.  (continued) 
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Music Together 
Philosophical Points 
MTWT Nine Belief 
Statements 
Points of Congruence Points of Divergence 
This growth is best 
achieved in a playful, 
developmentally 
appropriate, non-
performance-oriented 
learning environment that 
is musically rich yet 
immediately accessible to 
the child’s—and the 
adult’s!—participation 
 Assisting families 
 Addressing concerns 
of the child 
 Providing normalized 
life experience 
Recognition of the parent’s 
position as the child’s first and 
most important teacher; 
knowledge of children’s 
development that guides Music 
Together facilitator’s presentation 
of songs and in-the-moment 
adjustments to accept and include 
all children and adults in the class 
MTWT providers have additional 
knowledge and training in working 
with children and adults with 
special needs and can make 
appropriate decisions based on 
their assessment and clinical 
impressions  
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There are also areas in which the Music Together philosophy appears to diverge 
from the MTWT Nine Belief Statements.  These areas must also be elucidated, as the 
nature of therapy with parent-child dyads emerges in an altogether different domain of 
practice than that of early childhood music education (which is the foundation of the 
Music Together philosophy).  By exploring the areas of divergence, a richer 
understanding of the possible applications of the MTWT program may emerge.  This 
would benefit music therapy and related fields, providing further evidence to differentiate 
therapy using MTWT from early childhood music education. 
6.2.4.  Beginning Theoretical Framework 
Music therapy clinical decision-making with parent-child dyads relies on the 
clinicians’ belief in their role and their responsibility to employ musical constructions 
that effect change in a parent-child dyad.  This study has provided both qualitative and 
quantitative evidence of therapists’ processes of clinical decision-making that, taken 
together, indicates the beginning of systematic way of discussing the process of decision-
making.  There appears to be a problematic lack of vocabulary for discussing clinical 
decision-making, especially in the area of communicating what musical constructions are 
used when working with a parent-child dyad in individual music therapy.  Music therapy 
practice would benefit from a more clearly defined syntax for expressing, in plain 
language, what is occurring during the course of a session.  Some efforts have been made 
in this direction in other areas of music therapy practice; the reader is directed to the 
writing surrounding the trainings in neurologic music therapy and neonatal intensive care 
music therapy.   
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As previously discussed, an awareness of systems thinking in music therapy with 
families is only just beginning (Jacobsen & Thompson, 2017).  More research is 
necessary to bring systems thinking and clinical decision-making into the conscious 
awareness of music therapists working with early childhood populations.  Music 
therapists appear to rely heavily on their music therapy training and express a high degree 
of awareness regarding the importance of the parent-child relationship. However, the 
combined theoretical orientations do not reflect an awareness of systems theory thinking.  
Thus music therapy practice would benefit from the integration of systems theory into the 
education and training.  Music Together Worldwide may consider supporting MTWT 
providers with professional development opportunities to integrate systems theory and 
clinical decision-making. 
Music Together has provided an approach for talking about clinical decisions in 
music therapy; music therapists and related professionals who are MTWT providers use a 
common language and set of resources.  MTWT providers also have access to a common 
repertoire that currently satisfies the music therapists’ needs for intervention support.  
MTWT providers can refer to the materials they have in common when conferring about 
clinical work. 
However, it is unknown to what degree the ways that MTWT providers who work 
with parent-child dyads in individual therapy are similar to the work of MTWT providers 
who work with groups of parent-child dyads.  It is also unknown if the ways in which 
MTWT providers work are similar to other music therapists who work with parent-child 
dyads, although there is a degree of congruence between the findings in this study with 
respect to attendance to musical constructions (Section 5.4.1) and the literature that is 
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worth noting.  However, it is not known to what degree or depth MTWT providers who 
are not music therapists intentionally use musical constructions in their clinical decision-
making.  In short, how do these three groups (MTWT providers who work with groups, 
music therapists outside of the Music Together community, and other health 
professionals within the Music Together community) describe the why behind the what? 
The phrase the why behind the what is introduced during the Music Together 
training workshop; this phrase frames all of the discussion surrounding family music-
making in community.  It likewise has framed research questions associated with this 
research: if Music Together facilitators are trained to continually ask “why” a particular 
experience of music is appropriate for family music-making, then music therapists also 
need to ask this question.  If Music Together facilitators are given the language to reflect 
on their own practice, then MTWT providers should be afforded a similarly specific 
language that reflects their clinical expertise.  The MTWT Four Driving Forces, MTWT 
Five Levels of music, and MTWT Nine Clinical Decision-making Beliefs could serve as 
the foundation for the development of a common syntax that can describe clinicians’ 
processes of decision-making.  
This study represents an early attempt to articulate a framework of clinical 
decision-making in early childhood music therapy with parent-child dyads.  As such, the 
focus of the study set out to identify the processes of in-the-moment decision-making that 
occur for music therapists who use the MTWT program in their practice.  The nature of 
constructivist grounded theory methods relies on staying close to the participants’ 
experience and language.  To that end, frameworks that may be common across the entire 
spectrum of music therapy practice of working with parent-child dyads may not have 
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been represented in this study.  These include, for example, concepts common in a 
behavioral approach to music therapy with children (i.e. time delay) or a formal approach 
to parent coaching.  These, and likely other, concepts may be useful to describe clinical 
decision-making processes used by music therapists who use MTWT program.  However, 
it is important that the eventual clinical decision-making model for MTWT providers 
remain aligned with the philosophical underpinning of Music Together. 
The following is an attempt to synthesize the grounded theory findings and survey 
results with the Music Together framework to inform music therapy practice with parent-
child dyads. The results of this exploratory sequential mixed methods study revealed 
music therapists’ strong preference for focusing their in-the-moment clinical decision-
making in favor of providing opportunities for relating. Providing Opportunities for 
Relating was one of the four driving forces discovered in the QUAL phase. As noted 
previously, working in a relationship-based model with young children has been 
discussed in the music therapy literature [see also Carpente (2013) on a music therapy 
assessment for neurodevelopmental disorders].  The synthesis manifests in a revised, and 
still emerging, preliminary theoretical framework that encompasses the knowledge of the 
processes of clinical decision-making that music therapists engage in when working with 
IMTPCD using MTWT. This proposed model of clinical decision-making makes 
relationship the primary focus of the decision process; all other considerations, including 
much of the MTWT Driving Forces and MTWT Five Levels of Music, are seen as 
functioning in service of supporting the relationship.  This model further takes into 
account Ghetti’s (2013) belief that music therapists working with children should retain a 
flexible approach to clinical interventions in order to motivate their clients and the 
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family-centered, systems-oriented practices described by Baron (2017). The basis of the 
MTWT IMTPCD clinical decision-making model is the identification of five sets of 
relationships revealed through the QUAL data and endorsed by the QUAN survey results:  
(a) parent-child, (b) child-therapist, (c) parent-therapist, (d) dyad-therapist, and (e) dyad-
music. The MTWT IMTPCD Clinical Decision-making Framework (Figure 32) is 
offered for consideration. 
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Figure 32. The MTWT IMTPCD Clinical Decision-making Framework represents an 
emerging proposed theoretical model for music therapists’ decision-making processes.
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6.2.4.1.  MTWT IMTPCD: Parent-child. Music therapists using the MTWT 
program should consider attending to the parent-child relationship beginning with a 
clinical impression of the level of attachment between the parent and child.  The 
indicators for levels of attachment include the level of responsiveness and warmth in the 
verbal and non-verbal communication between parent and child.  An awareness of the 
quality of the daily interactions between the child and parent also provides necessary 
information for the therapist to consider when choosing interventions during the session 
and considering interventions to encourage for the dyad to engage in after the session.   
6.2.4.2.  MTWT IMTPCD: Child-therapist. The relationship between the child 
and the therapist requires attention.  The therapist’s ability to respond to the child’s 
interests and desires while assisting the child in moments of distress requires knowledge 
of developmentally appropriate practice and clinical concerns.  The therapist utilizes the 
available information, including information from the parent, in order to make the 
necessary in-the-moment decisions.  
6.2.4.3.  MTWT IMTPCD: Parent-therapist.  Therapists working in the 
MTWT approach consider ways to include the adult in the music therapy session.  This 
necessarily means being able to balance the adult’s presenting need for support with the 
need to address the child’s clinical goals.  The parent is viewed as a collaborator in the 
music therapy experience, with special attention paid to explaining the intervention, 
interpreting the child’s response to the intervention, and how the intervention addresses 
the clinical concerns.   
6.2.4.4.  MTWT IMTPCD: Dyad-therapist.  In the MTWT approach, the 
parent-dyad is considered a system that requires attention in its own right.  The 
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therapist’s primary focus is to ameliorate the distress the dyad is experiencing at the time 
of the session.  This is accomplished through a variety of means, including attention to 
the specific needs of the individuals as suggested in Section 6.2.4.1.  The therapist also 
takes into account the dyad’s culture and ethnicity and in-the-moment concerns 
communicated by the dyad or perceived by the therapist.  Throughout the session, 
attention should be paid to facilitating the parent-child relationship through shared 
experiences of music making.  Extending the likelihood that the dyad will continue to 
have positive experiences of music beyond the music therapy session is the music 
therapist’s focus.  This is accomplished through parent education that explains the why 
behind the what, the distribution of materials for the family to use, and ensuring the 
family has the necessary tools for listening to and playing along with the recorded music 
they were given.  
6.2.4.5.  MTWT IMTPCD: Dyad-music.  The therapist attends to nurturing the 
dyad’s relationship to music by providing aesthetic experiences of music and facilitating 
access to aesthetic experiences of music outside of music therapy.  During the session, 
attention is paid to the choice of tonality, meter, timbre, and genre of the songs and 
chants used.  The music therapist utilizes elements of the MTWT Five Levels of Music to 
consider the way to begin, develop, and end the song.  The therapist considers the dyad’s 
need for continued exposure, change in loudness, tempo, or timbre and makes these 
adjustments to enable the dyad’s optimal level of participation.   
The MTWT IMTPCD Clinical Decision-making Framework is designed based on 
the results of the data from this study (QUAL and QUAN); therefore there may be 
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additional components to the framework that could be added with the discovery of new 
knowledge.     
6.3.  Evaluation of the Strengths and Limitations of the Study 
This study had limitations in the QUAL, Interim, and QUAN phases.  These 
limitations may have an impact on the methodological credibility of the study.  However, 
the lessons learned from this study can inform future study. 
6.3.1. Evaluation of QUAL Phase 
The video recall procedure was a strength of this study.  By viewing their own 
clinical work, interview respondents were able to engage in an in-depth discussion of in-
the-moment decision-making with the researcher.  This strength was also a limitation:  
because the number of available videos in the Music Together Worldwide archives was 
limited, the number of interviews in the QUAL phase was limited.  Accordingly, 
saturation was not possible.  There may be categories that remain unexplored because 
they did not emerge during the interviews.  All of the interview participants were 
experienced clinicians; it is unknown whether additional concepts would have been 
brought forward through interviews of novice clinicians.  Charmaz (2014) provided nine 
characteristics of constructivist grounded theory (Section 3.5.3.1).  Table 27 summarizes 
these characteristics in relation to the present study and offers an assessment of the extent 
to which these standards were achieved and manifest in the study. 
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Table 27.  QUAL Standards Comparison of Study with Charmaz’s Nine Characteristics  
Characteristics (Charmaz, 
2014) 
Addressed in this study Evaluation 
Conduct data collection 
and analysis 
simultaneously in an 
iterative process 
Interviews were collected in a relatively short time 
frame with little time between each interview for 
analysis. 
Possibly—the compressed timeframe may 
have resulted in missed concepts   
Analyze actions and 
processes rather than 
themes and structure 
Use of video recall brought respondents close to their 
own actions and processes. Questions to respondents 
were focused on processes of clinical decision- 
making, rather than clinical goals and assessment 
findings.  
Yes—this study used videos to facilitate 
respondents’ recall, making it possible to 
elucidate on their decision-making 
process 
Use comparative methods Analysis compared codes to codes within the same 
interview and between interviews. Memos traced the 
development of the codes. 
Yes—the creation of conceptual 
categories to be used in future studies 
Draw on data (e.g., 
narratives and 
descriptions) in service of 
developing new conceptual 
categories 
The narratives lead to clusters and memos which 
became theoretical codes and conceptual categories. 
The development of several schematics based on the 
analysis lead to the articulated beliefs. These beliefs 
were transformed into survey statements. 
Yes—development of conceptual 
categories facilitated the QUAN phase  
Develop inductive abstract 
analytic categories through 
systematic data analysis 
Completed through clustering and memoing. Yes—creating figures and writing memos 
clarified researcher thinking, leading to 
the primary research findings  
Table 27.  (continued) 
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Characteristics (Charmaz, 
2014) 
Addressed in this study Evaluation 
Emphasize theory 
construction rather than 
description or application 
of current theories  
The analysis did not progress to theory development. 
Current theories bolstered the analysis during 
discussion phase. 
No—although the application of current 
theories did not occur until after the 
QUAN analysis 
Engage in theoretical 
sampling 
This was not completed due to the lack of availability 
of additional videos of parent-child dyads 
participating in individual music therapy. 
No—this study used purposive and 
convenience sampling 
Search for variation in the 
studied categories or 
process 
When variation was noted, memos were generated 
and codes adjusted if necessary. 
Yes—the fluidity of the memoing process 
was made possible through the use of 
analysis software (Dedoose, 2014) 
Pursue developing a 
category rather than 
covering a specific 
empirical topic 
Categories were developed through processes 
described by Charmaz (2014).  
Yes—use of the categories in future 
development of MTWT will provide 
structure and opportunity for confirmation 
or adjustment to the findings 
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6.3.2.  Evaluation of the Interim Phase   
The primary limitation of the interim phase rests in the lack of a model for 
assessing clinical decision-making processes via a survey.  Both Amir (1999) and Bae 
(2011) conducted interviews of clinicians regarding their decision-making processes, but 
neither sought the endorsement of a larger body of music therapists to test their findings.  
This study is unique among music therapy research of clinical decision-making in this 
regard; future studies will therefore have the benefit of the lessons learned in this study.  
The development of a survey instrument, including the creation of survey items, was 
guided by the research by Crede and Borrego (2013).  Looking for models for survey 
development in music therapy research using exploratory sequential mixed methods 
research design also revealed a dearth of exemplars; this study can also serve as a 
formative example in this regard. Table 28 summarizes the comparison of this study with 
the example set forth by Crede and Borrego with respect to the development of the 
interim phase. 
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Table 28.  Interim Standards: Comparison of Study with Crede and Borrego (2013) 
Example from Crede 
and Borrego (2013) 
Addressed in this study Evaluation 
Development of 
statements based on 
constructs from the 
QUAL phase 
Completed. Clearly set 
forth in Chapter 5 
(Section 5.1) 
Yes—although there were missing 
responses to this portion of the 
survey  
Use of Likert-type 
scale dependent 
variables 
Completed, using a 
beliefs focus (Vagias, 
2006) 
Yes—survey testers reported 
finding the Likert scale to be 
consistent with the survey 
statements under review 
Draft of survey for 
review and pilot testing 
Completed by several 
reviewers (novice to 
the topic, novice to the 
field, novice to topic 
and field) 
Yes—survey testers reported their 
experience with the survey; 
changes made as necessary 
 
6.3.3.  Evaluation of the QUAN Phase 
As noted in Section 6.3.1, the primary limitation of the QUAN phase is the 
response rate (approximately 30%).  It is possible that responses to the survey may not be 
representative of the population of MTWT providers who are music therapists.  Future 
surveys will benefit from a larger respondent pool.  Table 29 summarizes common 
QUAN analysis standards with this study. 
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Table 29.  QUAN Standards: Comparison for Current Study 
QUAN Standards Addressed in the Study Evaluation 
Sample size Frequency claims 
require representative 
sample 
Possibly—the comparison of the 
survey sample to the whole population 
found similarities in two of three 
areas.  It is unclear whether these 
similarities are sufficient to satisfy a 
claim of representativeness. 
Comparison with 
larger MTWT 
population 
Conducted for 
comparison 
Yes—this was possible because of the 
minimum amount of demographic 
data kept by Music Together 
Worldwide.  
Appropriate 
statistics for the 
data 
Frequency reports were 
appropriate for most 
items on surveyed; 
descriptions of the 
MTWT population 
were provided for 
comparison 
Yes—the inclusion of the comparison 
data for the MTWT population 
provides context for understanding the 
MTWT survey respondent data.  
 
6.4.  Recommended Clinical Applications 
The recommendations for clinical application that follow take a twofold approach 
and include ideas for variations to address real-world situations.  First, music therapists 
who are MTWT providers may find the MTWT Four Driving Forces, MTWT Five 
Levels of Music, and the MTWT Nine Belief Statements helpful in guiding their clinical 
decision-making processes.  MTWT providers from related professions may also find this 
research to be congruent with their profession’s discussion of clinical decision- making.  
Inter-professional dialog may occur and benefit both practitioners and clients.  
Professional development opportunities will be created to assist MTWT providers in their 
awareness of clinical decision-making and how the MTWT offerings may assist them.  
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Music therapists who work with parent-child dyads (or groups) can use this 
research and the resulting concepts (MTWT Four Driving Forces and the MTWT Five 
Levels of Music) as the basis for a comfortable syntax that helps them more specifically 
describe the ways in which they conduct their practice, laying the groundwork for more 
professional discourse on clinical decision-making.  The MTWT Nine Belief Statements 
likewise may assist music therapists in creating a structure around the ways in which they 
work with parent-child dyads.  This can add to the existing practice descriptions from 
others in the field (Loveszy, 2006; Oldfield, 2006a & 2006b; Pasiali, 2012a& 2012b). 
6.5.  Recommendations for Future Research 
Considerations for future research may include further defining the specific 
musical construction and its utility as a music therapy intervention.  Additionally, not all 
music therapists expressed awareness that they are making use of particular music 
constructions (e.g., awareness of the peak of the song, pausing waiting for a child to 
respond).  It is possible that these constructions are used with greater frequency than 
recorded, yet therapists may not be accustomed to labeling their work in this way.  
Continued discussion, with clinical examples, may assist in developing a common 
language for music therapists to describe their in-the-moment clinical decision-making.   
Building on the video recall procedures employed by this study and its findings, a 
model for a self-appraisal of a music therapist’s clinical decision-making using video 
recall could be created.  Lorber’s (2007) validated video recall protocol, used by mothers 
so that they could evaluate their interactions, may provide guidance.  A video recall 
protocol for music therapists implementing IMTPCD, either with or without the MTWT 
program, would provide an additional research tool for music therapy researchers.  
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The literature on parent coaching in at-home music therapy programs (Yang, 
2013) suggests that parents value the materials they receive.  It would be helpful to 
determine what prevents music therapists from making better use of the variety of 
materials available to them.  Considerations for further inquiry include assessing the level 
of need for physical support materials and supporting clinicians in developing music-
based interventions that parents can implement at home.  
Additionally, future research may find additional or other ways of conceptualizing 
clinical decision-making in music therapy for music therapists who work with parent-
child dyads.  It was noted above that systems theory should be integrated into music 
therapy thinking.  Two important questions related to family systems theory remain 
unanswered:  (1) does all change in music therapy satisfy the criteria to be considered 
second-order change; and (2) under what circumstances might second-order change occur 
in music therapy (Section 2.2)?  This study was designed to identify the processes of 
decision-making within a single music therapy session.  Therefore, in this study, it was 
not possible to identify, except possibly through clinician’s inferences, whether lasting 
change occurred in the child, parent, or dyad.  In short, given the limitation of the study 
design, the identification and understanding of second-order change in music therapy 
with parent-child dyads remains elusive.  It is likely that, as the inter-professional 
discussion surrounding clinical decision-making occurs, the ability to identify and 
address second-order change will emerge. 
One argument against the systematic investigation of clinical decision-making is 
the concern that closer scrutiny of clinicians’ processes will limit their creativity in their 
work with parent-child dyads.  This argument is sometimes made by music therapists 
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who appear to conflate a reliance on tacit knowledge of musical constructions (e.g., “I 
simply follow the child’s lead and go from there”) with a constraint of creativity or 
spontaneity in the therapy setting.  To answer this argument, consider, for a moment, the 
difficulty inherent in explaining what occurred in the music therapy session to the parent, 
or other stakeholders, if there remains no common language or rationale for how the 
music was employed to address the clinical concerns of the child, parent, or dyad.  On the 
contrary, creativity cannot continue to grow without an established syntax or vocabulary 
for how music therapists do their work.  That is, if therapists cannot talk about the in-the-
moment clinical decisions, and what they mean, and find a way to replicate this kind of 
work within a structure (e.g., common song collection), the field risks remaining outside 
the evidence base.  Stated another way, while it may seem obvious for music therapists to 
use musical constructions to serve multiple functions (musical and non-musical), the 
mechanism of change (including secondary change) will remain unclear, and therefore 
less repeatable, if this tacit knowledge remains hidden from other professional 
communities.   
Music Together’s quasi-manualized approach to therapy interventions (MTWT) 
may serve a need for additional evidence-based resources.  While there have been 
arguments for broadening the definition of evidence-base (Abrams, 2010), we need to 
both broaden the realm of what is considered evidence and deepen the understanding of 
what is considered acceptable, empirical knowledge.  The use of multiple research 
methods (i.e., mixed methods research) is important to the segment of music therapy 
research that addresses the needs of families with young children.   
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6.6.  Summary and Conclusions 
This study set out to elucidate the processes through which music therapists make 
clinical decisions.  The sample was limited to therapists who used the MTWT materials 
in order to better study the possible influence of or congruence with the Music Together 
philosophy and the beliefs regarding clinical decision-making.  The findings of the 
QUAL phase of this exploratory sequential mixed methods research design—analyzed 
interviews using constructivist grounded theory methods—laid the foundation for a 
survey to assess the level of endorsement by a larger sample of MTWT providers.  
Important considerations for both the development of MTWT and further research in 
clinical decision-making were found.  Concepts were derived, including the MTWT Four 
Driving Forces, the MTWT Five Levels of Music, and the MTWT Nine Belief 
Statements, which were discussed within the context of the literature in systems theory 
(Bateson, 1972; Bertalanffy, 1968), and the Processes in Music Therapy (Sears, 2007).  
Based on the clarity around the centrality of attendance to relationships that emerged, the 
MTWT IMTPCD Clinical Decision-making Framework (Figure 32) was proposed as an 
emerging theoretical framework for consideration.  Future directions in clinical practice 
and research and music therapy education were discussed.  
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APPENDIX A:  RESEARCHER REFLEXIVITY 
1.1.  Introduction 
Transparency is an important component of research.  This transparency 
encompasses all aspects of the research, from design to implementation and, especially, 
funding.  Mertens (2010) further encourages researcher transparency through the process 
of paradigmatic positioning.  For Mertens, it is important for the researcher to disclose 
her philosophical orientation, stating that “…a researcher’s philosophical orientation has 
implications for every decision made in the research process, including the choice of 
method.” (Mertens, 2010, p. 7).  In the spirit of full disclosure, I provide evidence for 
positioning myself within this research by sharing the relevant life and professional 
experiences that have shaped my thinking.  As I have chosen to limit 
participants/respondents to those board-certified music therapists who are also MTWT 
providers, an explanation is warranted.  I will describe my relationship with Music 
Together, summarize the process of authoring the MTWT program, and state the nature 
of the relationship between MTWT providers and myself as a representative of Music 
Together.   
1.2.  Reason for Conducting the Study 
Much of my personal life has been spent asking why and being frustrated with 
answers that did not satisfy my curiosity.  This proved to be an invaluable skill as I 
became a mother of two children; I understand the compulsion to know and understand 
the world around them, and I do my best to provide age-appropriate answers.  As a music 
therapist, I have grappled with the professional identity concerns:  Why are music 
therapists not included in the upper echelons of the clinical decision-making hierarchy in 
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all aspects of healthcare, and why is it so difficult to provide evidence of the benefit of 
our services?  The question that has intrigued me the longest is, “Why do we do what we 
do?”  To put it another way, why do we choose to use a particular song, instrument, 
musical construction, or verbal intervention when working with a particular client?  
Returning to an academic setting has afforded me, finally, the opportunity to ask these 
questions in a coherent way.   
1.3.  Prior Shaping Experiences 
I was fortunate, during my training as a Fellow for the Bonny Method for Guided 
Imagery and Music, to receive training to analyze transcripts of sessions with clients with 
the following question foremost in my mind: “Why did I choose that music or verbal 
intervention just then?”  This kind of reflective critique, coupled with a deep 
understanding of the music that I had chosen to facilitate the imagery and the 
psychodynamic orientation of the therapeutic process, allowed me to appreciate the 
complexity of unpacking the decision-making process.   
Since changing clinical populations from adults with mental illness to children 
with disabilities and their families, I have expanded my clinical skills.  The intricacy of 
this process was compounded by the simultaneous scaffolding of principles of early 
childhood music education, as interpreted by the Music Together curricula.  
Simultaneously, I was teaching Music Together Family Classes (with typically 
developing children and their parents) and Music Together In School Classes for 
classrooms of children with disabilities and their teachers and para-professionals.  My 
mentors were highly trained and experienced early childhood music educators (one was 
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the co-author of the In School program) who had varying levels of experience with 
children with disabilities and with music therapy concepts.   
I had to be open to new knowledge and ways of approaching music for a much 
younger population.  I learned the importance of imparting information to both parents 
and teachers so that they could continue their child’s/children’s music development even 
beyond music class.  In order to do this, I had to be familiar with the literature and the 
best methods of imparting this information to parents and teachers.  No small 
undertaking, after a professional lifetime of being steeped in the adult psychiatry and 
mental health literature!  I had to master the fundamentals of writing a musically rich and 
developmentally appropriate lesson plan.  Finally, because my services to special 
education classrooms were highly prized, I needed to intentionally infuse my work with 
children with disabilities though Music Together with my knowledge as a music 
therapist, even if it was at odds with the traditional approach to music making according 
to the Music Together curricula.  I studied theories and approaches for supporting 
children with disabilities and their parents and teachers (e.g., Greenspan and Kranowitz) 
and read literature on ECMT (e.g., Walworth, Nicholson, Abad, and Edwards).   
1.4.  Group Membership 
I am an educated, Caucasian woman, with a middle-class lifestyle.  I am married 
and have two children who are happy and thriving.  I am the oldest of three children, am 
close with my siblings, and on relatively cordial terms with my parents.  I enjoy a warm 
relationship with my husband’s family, especially my mother-in-law.   
Culturally, I am primarily Italian and German, although I feel more connected 
with my Italian heritage.  In my early childhood, my religious upbringing followed 
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traditional Roman Catholic milestones.  Shortly after my First Communion, my family 
left the Roman Catholic Church and embarked on a religious journey that spanned the 
next decade.  This journey took us away from our extended family and inculcated my 
parents, siblings, and me in a Christian fundamentalist and evangelical philosophy.  My 
parents made the decision to end this journey shortly after I graduated high school.  The 
ensuing ten years, for me, were rife with skepticism, anxiety, and depression.  During this 
decade, I graduated with my bachelors of music in music therapy, married, completed my 
masters in music therapy, and bought a house.  I worked as a music therapist during that 
time.   
Shortly after the birth of my second child, I was diagnosed with post-partum 
depression. There was no earth-shattering incident that morning during the fifth week of 
her life.  I simply felt my world collapse around me.  I could not be her mother.  Neither 
could I mother her older brother, my first-born child.  I held onto the promise of my six-
week post-partum visit with the midwife, knowing that she was an expert in post-partum 
depression and would help me.  Medication alleviated the symptoms and helped me to 
feel less like a constant failure as a mother.  Therapy, hard won and costly as a result of 
disappearing community clinics, was essential to remaining connected and accountable to 
another (female) human being.  Other than the maternity leave I received after both 
children were born, I continued my work as a music therapist.   
I identify strongly with women who struggle as mothers and professionals.  My 
husband, while verbally supportive of my work, also wanted a wife who would keep the 
home clean and comfortable.  When my son was diagnosed at five (and then again at 
seven) with chronic conditions that would require varying degrees of medical 
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intervention, I added “mothers of children with special needs” to the list of “clubs” I hold 
“memberships” to.  
1.5.  Relationship to the Participants 
My relationship with the participants is multidimensional and I will be spending 
the next several sections discussing this relationship in detail. For the present, I offer this 
statement:  While I know each of the potential survey participants and interview 
respondents, I do not now, nor have I ever, acted as a clinical supervisor to them.  The 
nature of my relationship with the potential participants (board-certified music therapists 
who are MTWT providers) is limited by the terms and conditions of the trademark 
license agreement which states that all clinical decisions are to be guided by the 
therapist’s assessment of the client, in consultation with members of the client’s family 
(i.e., parent or caregiver).  MTWT providers are to offer service in accordance with their 
profession’s Scope and Standards of Clinical Practice.   
Throughout my adult life, I have valued persons and experiences that have 
allowed me to have an active hand in the creation of knowledge.  I appreciate the 
nuanced complexities inherent in my life choices.  Despite having been born into a 
Roman Catholic tradition, my parents chose to raise us in a way that was quite different 
from how they were raised.  In turn, I married into a Jewish family who practices in the 
Reform tradition (adopting the cultural aspects of Judaism while deemphasizing 
traditional practices of Kosher eating and other rules).  My children are learning what it 
means to be Jewish in a systematic way through a formalized Hebrew school experience.  
Their experience of their Italian and German heritage is more organic and tied to family 
celebrations.   
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My training as a music therapist has also included a heavy emphasis on 
constructing reality through meaning-making experiences, such as via clinical 
improvisation and in using the Bonny Method of Guided Imagery and Music.  These two 
approaches to clinical practice have at their core the development of the relationship 
between three entities: the client, the therapist, and the music.  Aigen’s music-centered 
music therapy is a cogent discussion of the philosophical underpinnings of music therapy 
practiced with an emphasis on positioning of music as a major driving force in 
constructing reality within the music therapy environment (1996?).   
The above description of constructivist ontology resonates with me.  Through a 
deep and committed process, I have been able to construct a connected meaning for 
seemingly disparate circumstances in my life (i.e., being raised in multiple, sequential 
religious traditions and the subsequent decision by my husband and myself to raise our 
children in a tradition that I am not familiar with).  The meaning of these realities 
changes as I incorporate new circumstances and awareness; for example, our family 
creates its own reality as our children reach developmental milestones.  Rather than 
resisting this organic, changing process, I feel more deeply connected to my life and my 
family. 
Disparate realities in my clinical work came to the forefront when I left my work 
with adults in a state psychiatric hospital to work with children and families in the 
community setting.  Constructing meaning that allows both of these aspects of my life to 
co-exist has been a process that has continued, even during this research proposal 
process.  The importance of meaning making is further deepened with my emerging 
awareness of the link between clinical decision-making and clinical outcomes.  I know 
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that, for myself, incorporating my full awareness of adult mental health concerns, 
including the specific struggles of mothers who have children with special needs, with 
my work with young children has deepened my ability to identify areas of change in both 
the child and parent, and to use musical experiences to address these areas.  I also feel 
that my options for working clinically with parent-child dyads have broadened since I am 
now able to approach music making from a developmental, child-centered stance.   
My values are shaped by (and shape) the totality of my family’s experience of the 
environment in which we live.  We engage in temple activities that support our desire to 
raise our children in an appreciation of their cultural and religious heritage.  It is vital that 
the religious community we chose was able to impart these lessons of cultural and 
religious identity without communicating the message that our children were somehow 
“less-than” because they were the children of an inter-faith marriage.   
As an emerging researcher, I identify with Aigen’s (1996) idea that positioning of 
values in research is an inherent component to the philosophical stance of the researcher.  
For Aigen, a full understanding of the values of the respondent can best be accomplished 
when the researcher fully embraces her or his own values (1996).  My personal ontology 
privileges the inter-connectedness we share as humans in a larger context.  I am drawn to 
Trevarthen’s discussion of inter-subjective relating through musical communication 
between infant and mother.  Taking a more systemic approach to conceptualizing 
interpersonal interactions (and inter-subjective relating through music), the resource-
oriented and community music therapy approaches to clinical work in music therapy 
support my constructivist ontology.   
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While much of my approach to meaning making aligns with constructivist 
worldview, my approach to research is influenced by pragmatism.  Pragmatists react to 
tension between exploring the meaning or experience of a phenomenon (constructivism) 
and the search for objective knowledge (post-positivism) by examining “questions of 
responsibility, location, consequences, and authorship” (Star, 2007, p. 88).  I take a 
pragmatic view to my research: I created a set of materials and services for music 
therapists (based on pre-existing materials) to utilize in their work with parent-child 
dyads.  I want to know how these materials, and the attendant embedded philosophical 
approach, affect clinician’s decision-making processes.  This differs from program 
evaluation because I am interested in the processes of a single aspect of clinicians’ 
implementation of MTWT: decision-making processes when working with parent-child 
dyads.  A program evaluation would consider these questions in light of similarities and 
differences between the many different clinical settings in which MTWT is implemented.   
1.6.  Relationship to Music Together  
I began my employment at Music Together in September 2007 as a program 
developer.  My primary responsibilities were to provide mentoring to center directors 
(licensees who offer classes for families) and registered teachers (who work under center 
directors) who happened to have children with special needs in their classes.  The 
mentoring aims to offer suggestions for increasing the number of access points into the 
music-making experience for children with disabilities and their parents.  For example, 
suggestions might include offering foam ear plugs to a family with a child with an 
obvious sensitivity to sound (covers ears).  Suggestions also include ways to modify the 
resonance of gathering drums in order to decrease their loudness level.   
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In the capacity of the on-staff mentor, I created a Special Needs Program 
Development Workgroup made up of music therapists and a special education teacher 
who are all Music Together licensees.  Together, we write articles for the thrice yearly 
newsletter for teachers, offer mentoring conference calls, host webinars on topics 
germane to working with children with special needs, and monitor and assist with two 
social networking sites. 
1.7.  Authoring MTWT 
My role at Music Together has grown to include the authorship and management 
of the MTWT program.  In January of 2012, MTWT was made publically available to 
allied health professionals who wished to use Music Together’s trademarked materials 
and music in their sessions with individual children and families.  This was the 
culmination of a two-year pilot period that involved 12 board-certified music therapists 
from around the United States working in different clinical settings.  Pilot group members 
committed to monthly conference calls and two annual work sessions at Music Together.  
In exchange, they provided information about how they were employing the Music 
Together materials in their work with individual clients and very small groups.  They also 
provided feedback on new materials that were created for use by clinicians under this 
new licensed trademark model. 
The pilot group members grappled with issues surrounding the appropriate use of 
music as an intervention by non-music therapists.  These initial issues resulted in a 
licensing model that relies on the clinician’s scope of practice, rather than on prescriptive 
implementation guidelines from Music Together.  This initial period of response and 
adjustment was a very stressful experience for me:  I had to balance satisfying my 
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professional obligation to further practices that would be beneficial to music therapists 
and my responsibility to my employer to create a product that aligned with Music 
Together’s mission, philosophy, and business model.  Ultimately, we created a licensing 
model that successfully negotiated this balance, and I am proud of what we created. 
1.8.  Relationship with MTWT Providers 
MTWT is designed as a trademark license for allied health professionals who 
choose to use Music Together’s materials, supports, and services in their work with 
individual children and families or very small groups of up to four affected children 
(MTWT brochure).  This trademark license is not a license to practice one’s profession 
(e.g., music therapy).  Rather, clinicians use the materials in their work in myriad ways, 
depending on the clinical needs of the child or family.  MTWT providers offer service in 
a variety of clinical settings: children’s hospitals, community based centers, outpatient 
clinics, home-based care, and schools for children with disabilities.  Implementation 
decisions, including decisions regarding whether to actively involve parents in therapy, 
are left to the discretion of the clinician.   
According to the MTWT license application and guidelines (attached), the 
clinician’s professional scope of practice guides decisions regarding the length and 
duration of treatment, the client profile, and the use of the materials.  MTWT providers 
are invited to take part in a social networking group designed to facilitate communication 
between providers for the exchange of ideas and peer support.  Monthly webinars on 
topics related to clinical practice (e.g., engaging parents/caregivers in the therapy 
process) and business growth (e.g., strategies for increasing visibility) are offered.  
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My direct contact with MTWT providers includes responding to initial inquiries, 
conducting the application process, and formally approving providers.  Approval is based 
on having successfully completed the Music Together teacher training workshop and 
being properly credentialed to practice as an allied health professional (e.g., music 
therapy, speech therapy, etc.).  The application process includes an interview and 
credential verification.  During the interview, plans for including Music Together in the 
applicant’s clinical practice are discussed.  Generally, by the time the application has 
been submitted, the applicant and I have had several conversations about how they might 
include MTWT as part of their clinical offerings.  The interview serves as a confirmation 
of the clinician’s business plan and verification of business practice options.  Once the 
license has been approved, the clinician is assigned a mentor to help them develop a 
business growth plan.   
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APPENDIX B:  STUDY APPROVAL AND INTERVIEW CONSENT FORM 
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Drexel University 
Consent to Take Part in a Research Study 
1. Title of research study: Music Therapists’ Decision-Making in Music Together 
Within Therapy®: Towards a Theoretical Framework 
2. Researcher: Dr. Sherry Goodill, PI; Carol Ann Blank, lead Sub-PI 
3. Why you are being invited to take part in a research study? 
We invite you to take part in a research study because you are a board-certified music 
therapist who is or has been a Music Together Within Therapy® provider.   
 
4. What you should know about a research study? 
 Someone will explain this research study to you. 
 Whether or not you take part is up to you. 
 You can choose not to take part. 
 You can agree to take part now and change your mind later. 
 If you decide to not be a part of this research no one will hold it against you. 
 Feel free to ask all the questions you want before you decide. 
 
5. Who can you talk to about this research study? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to 
the research team: 
 Dr. Sherry Goodill, PI  sg35@drexel.edu / 267-359-5573 
 Carol Ann Blank, lead Sub-PI  clb373@drexel.edu / 917-705-3916 
This research has been reviewed and approved by an Institutional Review Board (IRB). 
An IRB reviews research projects so that steps are taken to protect the rights and welfare 
of humans subjects taking part in the research.  You may talk to them at (215) 762-3944 
or email HRPP@drexel.edu for any of the following: 
 Your questions, concerns, or complaints are not being answered by the research 
team. 
 You cannot reach the research team. 
 You want to talk to someone besides the research team. 
 You have questions about your rights as a research subject. 
 You want to get information or provide input about this research. 
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6. Why is this research being done? 
This study is important because the concept of clinical decision-making with individual 
parent-child dyads in music therapy has not yet been explored.  Particular concepts 
related to clinical decision-making have been investigated for music therapists working 
with different music interventions (receptive music listening) or utilizing verbal 
interventions within a music therapy session with adult clients.  The study you are being 
invited to participate in will help to uncover the processes that music therapists undergo 
when working with a parent-child dyad during a single individual music therapy session 
7. How long will the research last? 
We expect that you will be in this research study for an interview lasting no more than 90 
minutes.  You will be invited to comment on the summary of the interview 
(approximately two weeks after the interview).  Finally, you will be invited to comment 
on the analysis of the combined interview data (approximately eight weeks after the last 
interview has been completed).  
8. How many people will be studied? 
We expect about 6 people here will be in this research study out of approximately 60 
people in the entire study.   
9. What happens if I say yes, I want to be in this research? 
If you choose to participate, you will participate in the following: 
 One 90 minute interview with Carol Ann Blank  (lead Sub-PI) 
 Approximately two weeks later, you will be asked to comment on the summary of 
the themes of the interview.  This will take approximately 30 minutes and will be 
conducted with the lead Sub-PI. 
 Approximately 6 weeks later, you will be invited to comment on the final 
constructs from the analysis of all of the interview data.  This will take 
approximately 30 minutes and will be conducted with the lead Sub-PI. 
 
Interview + 2 weeks + 6 weeks after the final interview 
Completed Summary of Transcript Summary of Data Analysis 
 
The 90 minute interview will be conducted in a mutually agreed upon time and location, 
which may include a Skype meeting.  The two subsequent brief meetings will be 
conducted via phone contact. 
 
You will not be asked to participate in any experimental procedures or therapies.  You are 
part of a purposive sampling.  This means that your participation is being sought because 
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of your expertise as a board certified music therapist who is also a Music Together 
Within Therapy® provider who has archived video on file at Music Together LLC.   
10. What are my responsibilities if I take part in this research? 
If you take part in this research, it is very important that you:  
 Follow the investigator’s or researcher’s instructions. 
 Tell the investigator or researcher right away if you have a complication or injury. 
 
11. What happens if I do not want to be in this research? 
You may decide not to take part in the research and it will not be held against you. 
The important risks and possible benefits of these alternatives are listed below:  
 This study does not involve more than minimal risk to subjects. 
 
12. What happens if I say yes, but I change my mind later? 
If you agree to take part in the research now, you can stop at any time it will not be held 
against you. 
If you decide to leave the research, any interview information or subsequent feedback 
from follow up contacts will be included in the data set.  If you decide to leave the 
research, contact the researcher so that the researcher can complete the analysis 
appropriately. 
 
13. Is there any way being in this study could be bad for me? 
 This study does not involve more than minimal risk to subjects. 
14. Do I have to pay for anything while I am on this study? 
There is no cost to you for participating in this study.  
15. Will being in this study help me in any way? 
We cannot promise any benefits to you or others from your taking part in this research. 
However, possible benefits include learning more clinical decision-making and how the 
processes of making clinical decisions may impact your future practice as a music 
therapist.    
There are no benefits to you from your taking part in this research. We cannot promise 
any benefits to others from your taking part in this research.  
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16. What happens to the information we collect? 
Efforts will be made to limit access to your personal information including research study 
records, treatment or therapy records to people who have a need to review this 
information. We cannot promise complete secrecy. Organizations that may inspect and 
copy your information include the IRB and other representatives of this organization.   
De-identified data will be retained after the study for future research.  The data will be 
stored in a locked, password protected electronic file and in hardcopy in the Creative Arts 
and Therapies Department, in accordance with Drexel policy.  The data will be kept for 
three years beyond the completion of the dissertation.  
We may publish the results of this research. However, we will keep your name and other 
identifying information confidential. 
17. Can I be removed from the research without my OK? 
The person in charge of the research study or the sponsor can remove you from the 
research study without your approval. Possible reasons for removal include: 
 The loss of anonymity of the people in the video we are viewing.  This may occur 
if someone not involved in the interview enters the room where the interview is 
taking place and recognizes the people in the video.   
 If viewing the video and the resulting discussion causes you significant emotional 
distress.   
 If you verbalize the desire to engage in any unethical behavior that may involve 
the people in the video.  
We will tell you about any new information that may affect your welfare or choice to stay 
in the research. 
18. What else do I need to know? 
This research study is being done by Drexel University.   
If you become ill or injured during this study, contact Dr.  Sherry Goodill at 
sg35@drexel.edu. We will get you medical care. If you need care right away, go to the 
nearest emergency room or call 9-1-1. Inform all medical emergency staff that you are 
taking part in this study.  
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Signature Block for Capable Adult 
Your signature documents your permission to take part in this research. 
DO NOT SIGN THIS FORM AFTER THIS DATE   
   
Signature of subject  Date 
  
Printed name of subject 
   
Signature of person obtaining consent  Date 
   
Printed name of person obtaining consent  Form Date 
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APPENDIX C:  MUSIC TOGETHER LLC LETTER OF AGREEMENT 
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APPENDIX D:  QUALITATIVE PHASE RECRUITMENT TEXT 
Dear MTWT Provider, 
You are invited to participate in a research study on clinical decision-making 
processes for music therapists who work with parent-child dyads using Music Together 
Within Therapy®.  You are being asked to participate because you are a board-certified 
music therapist who is or has been a Music Together Within Therapy® provider.  This 
research is being conducted in partial fulfillment of a doctoral degree program at Drexel 
University.   
What is being requested of me? 
Your participation will consist of a 90 minute interview with the investigator.  
Together with the investigator, you will view video of your clinical work that is currently 
on file at Music Together LLC.  You will be sent the video to review prior to the 
interview.  During the video, you and the investigator (Carol Ann Blank) will discuss 
your thought process as best as you can recall them.   
Why is this study important? 
This study is important because the concept of clinical decision-making with 
individual parent-child dyads in music therapy has not yet been explored.  Particular 
concepts related to clinical decision-making have been investigated for music therapists 
working with different music interventions (receptive music listening) or utilizing verbal 
interventions within a music therapy session with adult clients.  The study you are being 
invited to participate in will help to uncover the processes that music therapists undergo 
when working with a parent-child dyad during a single individual music therapy session.   
Are there other parts to this study? 
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The interview is part of a larger study that will include a survey of MTWT 
providers’ beliefs, knowledge, and value of clinical decision-making.  The data from the 
interview phase of the study will be used to create the survey for the second phase of the 
study.   
Is this supervision? 
This interview differs from peer supervision or clinical supervision in the 
following way:  your position as the expert in the needs of the parent-child dyad is 
assumed.  The questions you will be asked are not evaluative, they are exploratory.  For 
example, you may be asked some of the following questions: 
 Can you describe what you were aware of? 
 How did you come to choose that song next? 
Can I opt out? 
Of course, you are not required to participate; your standing with Music Together 
LLC will not be affected by your decision.   
What should I know if I choose to participate in the interview? 
If you choose to participate in the interview, you will be free to pause, suspend, or 
end the interview at any time.  Your identity will be known to the investigator, but any 
identifying information will be removed in the final analysis.   
You will have the opportunity to contribute to the analysis of the data, if you 
choose.  Approximately two weeks after the interview, I will send you a summary of the 
transcription of the interview consisting of main points and any clarifying questions I 
may have.  Your feedback will help me as I begin the process of data analysis.  Then 
approximately eight weeks after that, I will send you a set of statements about clinical 
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decision-making that are based on the analysis of the data from the interviews.  Your 
feedback at this stage will verify or challenge the analysis of the data.  Since working 
with parent-child dyads in individual music therapy is your area of expertise, your input 
is very important in this process. 
Who do I contact to participate? 
If would like to participate in this dissertation research, please contact me at the 
following number (917) 705-3916 or by email at clb373@drexel.edu.  Thank you. 
First Follow Up: 
Dear MTWT Provider, 
You were recently invited to participate in research regarding clinical decision-
making in music therapy with individual parent-child dyads.  You are being asked to 
participate because of study on clinical decision-making processes for music therapists 
who work with parent-child dyads using Music Together Within Therapy®.  You are 
being asked to participate because you are a board-certified music therapist who is or has 
been a Music Together Within Therapy® provider.  This research is being conducted in 
partial fulfillment of a doctoral degree program at Drexel University.   
I would like to interview you about the decisions you made in the course of a 
session with a parent-child dyad.  We will watch a video of you working with a parent-
child dyad as the basis for our interview.  This is not a supervision experience.  You are 
the expert, and I am hoping to learn from you.   
This is not an area of study that is addressed in the music therapy literature.  I 
would like to add to our knowledge of clinical decision-making when working with 
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parent-child dyads, and I need your help.  Please let me know if you are interested in 
participating.   
Sincerely, 
Carol Ann Blank  clb373@drexel.edu   917.705.3916 
Second Follow Up: 
Dear MTWT Provider, 
You have been invited to participate in an interview about your clinical work (on 
file with Music Together LLC) as part of my dissertation research through Drexel 
University.  If you have not yet decided to participate, it is my hope that this information 
will answer your questions.   
What is the research about? 
I am interested in learning how music therapists make decisions about clinical 
interventions while working with a parent-child dyad in individual music therapy.  
Clinical decision-making is an important component of our work as music therapists, but 
the literature does not say very much about clinical decision-making with parent-child 
dyads.   
Who do I contact? 
Please contact me, Carol Ann Blank, at clb373@drexel.edu or 917.705.3916. 
Thank you very much for considering this. 
Sincerely, 
Carol Ann Blank, MMT, MT-BC 
  269 
 
APPENDIX E: INTERVIEW GUIDE – QUAL PHASE 
Legend 
Statements or words in italics:  notes to the interviewer; not to be read aloud to 
the participant. 
 Example: [Wait for assent.  Clarify if necessary.]  It is not necessary to 
speak the words aloud. 
Brackets [    ]:  script cues not to be spoken aloud; often surround italicized 
words. 
 Example: [Wait for assent.  Clarify if necessary.] The brackets serve as a 
visual reminder to the interviewer not to say these statements aloud. 
Angle brackets <    >:  insert relevant statements to be spoken aloud; often 
surround italicized words. Relevant statement text is gathered from video.   
 Example:  
 What did you expect might be the child’s reaction to <insert 
intervention>?   
 Read: What did you expect might be the child’s reaction to being offered 
the drum? 
Min: minute 
 Example:  [At the 50 min mark.] Refers to an action that should take once 
50 minutes have elapsed. 
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Script 
Script 
Thank you for agreeing to participate in this interview about your experience as a 
music therapist working with a parent-child dyad using Music Together Within Therapy.  
As I explained in our previous meeting, the purpose of this study is to better understand 
how music therapists who are also MTWT providers make clinical decisions when 
working with parent-child dyads.  From what I have read about music therapy with young 
children and clinical decision-making, I have come to suspect that there are some 
underlying themes guiding music therapists’ decision-making, but I am not sure what 
these are.  This is what I need your help for – uncovering those themes. 
The interview will progress in this way:  You and I will watch the video together.  
It is, as you know, video that Music Together LLC has on file of your clinical work; 
you’ve had some time to review it on your own before today.  As I said, we will watch it 
together, and I’m going to ask you to narrate what you remember was going through your 
mind when you were in the moment.  I am interested in what you were thinking.  I might 
stop the video and ask you to tell me what you are thinking right at that moment.  I might 
ask you elaborate on an answer.  You can also tell me to stop the video, or go back, or 
skip ahead.   
There are a couple of things I want to be sure you understand.  First, there are no 
wrong answers.  If you don’t have an answer or choose not to answer, that is fine, too.  
Second, this isn’t a clinical supervision experience; I am not judging whether you are 
doing it “right”.  You might come to some understanding about your own clinical 
  271 
 
decision-making by the very act of talking with me.  I hope this is clear. [Wait for assent.  
Clarify if necessary.] 
We’ll get started in just a moment, but I wanted to let you know what will happen 
after this interview is over.  I will be making a transcript of this interview and then a 
summary.  This will take me about 4-6 weeks.  I will send you a copy of the summary for 
you to look over.  If I forgot anything important, or if you have comments or 
clarifications, you can make them on that document and then send it back to me.  This is 
called member-checking and is important to do in qualitative research.  It helps to 
strengthen the data’s trustworthiness.   
Do you have any questions for me?  [Wait.]  Are you ready to get started?  
[Wait.]  Ok, then.  Before I start the video, would you please state your name and the 
context of this session – how long have you been seeing this family when this video was 
taken?  Tell me the story of how this family came to therapy with you. 
Thank you for helping provide some context to what we are about to watch.  Let’s 
watch the video for a few minutes-let yourself return to the memories of the session and 
how it felt to be running that session.  And when you feel ready, we’ll go to the 
questions.  Take some time with this.  I’ll wait for your cue.   
[Watch Video. Pause video as necessary.  The following are guiding questions.] 
● Can you describe what you were aware of about at that moment? 
● What did you expect might be the child’s reaction to <insert intervention>? 
● What did you expect might be the parent/caregiver’s reaction to <insert 
intervention>? 
● How did you come to choose that <song, instrument, movement, etc> next? 
● How would describe the outcome to this response?   
[The following are probing questions to the above response] 
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o How does this response compare to what you had expected? 
o Why do you think that was? 
[At the 50 min mark.]  We’ve been talking for quite a while now.  How are you 
doing?  OK to keep going? 
[At the 80 min mark (or 10 min before we end).]  We’re winding down our time 
together.  We have few more minutes, though.  Is there anything you want to be sure to 
tell me? 
[At the final 3 min mark.]  This is a good place for us to wrap up our talk.  Thank 
you for taking time to talk with me today.  Before we end this call, is there anything that 
you would like to tell me?  How was this experience for you?  Do you feel ready to move 
onto the next event in your day?  You can email me if you have any other thoughts or 
need to talk through something.  You should be hearing from me in the next 4-6 weeks.  
Thank you, again, for being part of this research project. 
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APPENDIX F:  COLLABORATING CLUSTER  
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APPENDIX G:  CLINICAL DECISION-MAKING SURVEY 
 
Invitation:  You are invited to participate in a research study on clinical decision-making 
processes for music therapists who work with parent-child dyads using Music Together 
Within Therapy®.  You are being asked to participate because you are a board-certified 
music therapist who is or has been a Music Together Within Therapy® provider.  This 
research is being conducted in partial fulfillment of a doctoral degree program at Drexel 
University. 
What is being requested of me?  You are being invited to complete a survey will take 
approximately 15-20 minutes to complete.   
Why is this study important?  This study is important because the concept of clinical 
decision-making with individual parent-child dyads in music therapy has not yet been 
explored.  Particular concepts related to clinical decision-making have been investigated 
for music therapists working with different music interventions (receptive music 
listening) or utilizing verbal interventions within a music therapy session with adult 
clients.  The study you are being invited to participate in will help to uncover the 
processes that music therapists who are Music Together Within Therapy® providers 
undergo when working with a parent-child dyad during a single individual music therapy 
session. 
Are there other parts to this study?  Yes.  This survey is part of an exploratory 
sequential mixed methods research design.  The first stage used grounded theory 
methods.  The survey is the second stage of data collection.  Interviews with Music 
Together Within Therapy® providers resulted in data that were used to create this survey. 
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Can I opt out?  You are not required to participate; your standing with Music Together 
LLC will not be affected by your decision. 
What should I know if I choose to participate in the survey?  If you choose to 
participate in the survey, you will be free to pause, suspend, or end the survey at any 
time.  Your identity will remain anonymous.  Only the student researcher and the primary 
investigator will have access to the survey results.  
Who do I contact if I have more questions?  If you have any questions about the survey 
or the results, please contact the student researcher Carol Ann Blank at 
clb373@drexel.edu or 917-705-3916.  If you have any questions about the dissertation 
process or the conduct of the student researcher, please contact the primary investigator, 
Dr. Sherry Goodill at sg35@drexel.edu or 267-359-5573.  Thank you. 
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Q1 Are you a board-certified music therapist? 
 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To End of Survey 
 
 
Q2 What year were you born?  
 
Participants chose a year between available options 1900-2000. 
 
 
Q3 What is your gender? 
 
 Male  
 Female  
 Other  ____________________ 
 Prefer not to answer  
 
 
Q4 What is your race/ethnicity? 
 
 White/Caucasian  
 African American  
 Hispanic  
 Asian  
 Native American  
 Pacific Islander  
 Other  ____________________ 
 Prefer not to answer  
 
 
Q5 Click on the level of education that most accurately applies to you.  If you are 
currently enrolled in a degree program, choose that level of education. For example, if 
you are currently enrolled in a Masters program, choose "Master". 
 
 Bachelor  
 Master  
 Doctorate  
 Other  ____________________ 
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Q6 How many years have you been in practice as a board certified music therapist? 
 
 less than 5 years  
 5-9 years  
 10-14 years  
 15-19 years  
 20-24 years  
 25 or more years  
 
 
Q7 How many years have you worked with young children (birth to 7 years old)? 
 
 less than 5 years  
 5-9 years  
 10-14 years  
 15-19 years  
 20-24 years  
 25 or more years  
 
 
Q8 How would you describe your theoretical orientation (i.e., how you think about 
therapy)?  Check up to two. 
 
 Behavioral:  concerned with rewarding positive behaviors and eliminating negative 
behaviors  
 Biomedical: concerned with the connection between emotional disturbances and 
biological factors  
 Cognitive Behavioral: concerned with understanding the mental processes of 
behavior  
 Developmental: concerned with scaffolding experiences to promote growth  
 Eclectic: selecting from many different models to best serve the client's needs  
 Humanistic: concerned with finding meaning in life  
 Psychodynamic: concerned with resolving unconscious conflicts  
 Systems: concerned with understanding one's role and patterns of behavior within a 
larger group  
 Other  ____________________ 
 Other  ____________________ 
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Q9 What is your relationship to Music Together? Check all that apply. 
 
 I am/have been a Music Together Within Therapy® provider  
 I am/have been a Music Together registered teacher  
 I am/have been a Music Together center director  
 I am/have been a Music Together In School specialist  
 I have attended Skills and Songs Workshops (please indicate the approximate number 
of workshops below)  ____________________ 
 I have taken a Music Together Refresher  
 I have taken Certification Level I  
 I have taken Certification Level II  
 
 
Q10 Are you currently a Music Together Within Therapy® provider? 
 Yes, I am.  
 No, I was, but I am not right now.  
 
 
Q11 How long have you been (or how long were you) a Music Together Within 
Therapy® provider? (Including the Program Development phase, i.e., before 2011) 
 
 Less than 1 yr  
 1 yr  
 2 yrs  
 3 yrs  
 4 yrs  
 5 yrs  
 6 yrs  
 7 yrs  
 8 yrs  
 
 
Q12 In what capacity have you implemented Music Together Within Therapy® (in the 
past or currently)? Check all that apply, even if you did so only once. 
 
 With parent-child dyads in an individual setting  
 With families (parents/primary caregivers and multiple children together) in an 
individual setting  
 With groups of children and their parents  
 With groups of children and their adult caregivers  
 With individual children without a parent/adult caregiver present  
 With groups of children without a parent/adult caregiver present  
 Other  ____________________ 
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Q13 Approximately how many families have you served using Music Together Within 
Therapy®?  Count the families, even if you only saw them once (i.e., specific Music 
Together Within Therapy® Outreach projects with highly transient populations may have 
a limited numbers of sessions). 
 
 0-3  
 4-7  
 8-11  
 12-15  
 more than 15 (please indicate the number of families)  ____________________ 
 
 
Q14 In what types of locations have you implemented Music Together Within Therapy® 
(in the past or currently)? Please check all that apply. 
 
 In a hospital setting  
 In an outpatient setting  
 In a community-based practice  
 In a school  
 In home-based therapy  
 Other  ____________________ 
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Q15 Please list other specializations you have completed, for example, Neurologic Music 
Therapy training, developmental therapist, early interventionist, etc. Please check all that 
apply 
 
 took one or more 
workshops  
completed 
practicum/internship 
started 
certificate 
program  
completed 
certificate 
program  
Neurologic Music 
Therapy training  
        
Developmental 
therapist  
        
Early 
interventionist  
        
NICU music 
therapy 
        
Orff          
Bonny Method of 
Guided Imagery 
and Music  
        
Yoga          
Music education 
certification  
        
Special education 
certification  
        
Early childhood 
education 
certification  
        
Other          
Other          
 
The following questions are specific to the portion of your practice that utilizes the Music 
Together Within Therapy® materials and supports.  If you have not used the materials 
with a parent-child dyad in an individual music therapy session, choose the responses that 
best match how you imagine your practice to be. 
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Q16 Use of songs/chants:  Choose the response that best matches your practice using 
songs and/or chants in therapy with a parent-child dyad.  If you have not used the 
materials with a parent-child dyad in an individual music therapy session, choose the 
responses that best match how you imagine your practice to be. 
 
 Never  Almost never  Occasionally/Sometimes Almost every 
time 
Every time 
Songs from the 
Music Together 
repertoire 
          
Songs from 
outside the Music 
Together 
repertoire 
          
Chants (lacking a 
defined melody, 
spoken in a 
rhythmic way) 
          
Songs with words           
Songs without 
words  
          
Improvising 
vocally (as the 
therapist) using 
vocables  
          
Play songs            
Lullaby/resting 
songs  
          
Awareness of the 
peak of the song 
          
Singing a 
cappella 
          
Adding family 
members' names 
          
Changing the 
words of the 
song/chant 
          
Encouraging 
singing on 
vocables (child 
and/or adult)  
          
Accompanying 
self with 
guitar/piano  
          
Emphasizing 
rhythm  
          
Using melody to 
convey 
instructions 
          
Using melody to 
narrate action  
          
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Q17 Musical Constructions:  Musical constructions refer to the performance aspect of 
music; those elements which musicians control that lend to the aesthetic quality of the 
song.  Choose the response that best matches your practice using musical constructions in 
therapy with a parent-child dyad.  If you have not worked with parent-child dyads in an 
individual music therapy session, choose the responses that best match how you imagine 
your practice to be.  I use these musical constructions in therapy with a parent-child dyad: 
 
 Never Almost 
never  
Occasionally/ 
Sometimes  
Almost 
every 
time  
Every 
time  
Holding the cadence            
Pausing to wait for a child's response            
Pausing to wait for an adult's response            
Ending the song aesthetically           
Deliberate change in loudness            
Deliberate choice of keys            
Deliberate change of tempo            
Attending to ascending and descending 
scale tones  
          
Repeating the song several times in a row            
Repeating the song more than once during 
the course of the session  
          
Other            
Other            
Other            
 
Q18 If you chose "Other," please describe. 
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Q19 Approach to songs: Approach to songs refers to how therapists begin, develop and 
end songs used as music therapy interventions.  Choose the response that best matches 
your practice regarding approaches to songs in therapy with a parent-child dyad.  If you 
have not worked with parent-child dyads in an individual music therapy session, choose 
the responses that best match how you imagine your practice to be.  I consider the 
following when constructing music therapy interventions for a parent-child dyad: 
 
 Never Almost 
Never  
Occasionally/ 
Sometimes  
Almost 
every time  
Every 
time  
How easy the song is to learn            
How to begin the song            
The function of the song within the session 
plan (i.e. what I hope the dyad will get out of 
the song) 
          
How to incorporate instrument play into the 
song (for the child and/or adult)  
          
How to incorporate movement (with or 
without props) into the song (for the child 
and/or adult)  
          
How to maintain the child's interest            
How to maintain the adult's interest           
How to end the song            
How to transition to the next experience            
Other            
Other            
Other            
 
Q20 If you chose "Other," please describe. 
 
 
Q21 Use of materials: Choose the response that best matches your practice using the 
materials in therapy with a parent-child dyad. 
 
 Never Almost 
never  
Occasionally/ 
Sometimes  
Almost 
every 
time  
Every 
time  
I send the recording and songbook home with 
the family  
          
I use the recording during sessions            
I use the songbook during sessions            
I give Homeplay pages to families            
I use the graphics in therapy            
I use the slowed recordings in therapy            
I give the slowed recordings to the family            
I give the adult suggestions or guidance on 
using the songs and materials at home  
          
Other            
 
Q22 If you chose "Other", please describe below.
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Q23 Beliefs about clinical decision-making:  Choose the degree to which the following 
statements match your beliefs about your clinical decision-making process when working 
with a parent-child dyad. If you have not worked with parent-child dyads in an individual 
music therapy session, choose the responses that best match how you imagine your 
practice to be. 
 
 Untrue 
of 
what I 
believe 
Somewhat 
untrue of what 
I believe  
Neutral Somewhat 
true of 
what I 
believe  
True 
of 
what I 
believe 
As a music therapist, I contribute 
experiences of music that assist distressed 
parent-child dyads.  
          
Creating aesthetic experiences of music is 
my responsibility as a music therapist.  
          
I believe my awareness of the dyad's 
cultural and ethnic background plays a 
role in my intervention decisions.  
          
My awareness of the client's music 
therapy goals during the session 
influences my clinical decision-making.  
          
I am consciously aware of the need to 
address the concerns of the child during 
the session (beyond music therapy goals).  
          
The adult's possible need for emotional 
support contributes to my clinical 
decision-making when I choose 
interventions for the dyad. 
          
I am conscious of the role that music 
making can play in providing a 
normalized life experience (an experience 
of life that is typical for a child and adult 
to engage in).  
          
I consider ways to include the adult as an 
active participant in the session in my 
clinical decision-making.  
          
My clinical decision-making extends 
beyond the session and includes the 
creation of experiences of music for the 
dyad to perform together outside of the 
music therapy session. 
          
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Q24 Beliefs about Music Together: Choose the degree to which the following statements 
match your beliefs about the Music Together Within Therapy® approach. 
 
 Untrue of 
what I 
believe  
Somewhat 
untrue of 
what I 
believe  
Neither true 
nor untrue of 
what I believe 
Somewhat 
true of what 
I believe  
True of 
what I 
believe  
I believe the Music 
Together Within Therapy® 
materials include sufficient 
variety in the repertoire 
(tonalities, rhythms, forms, 
cultural influences) from 
which I can create music 
therapy interventions.  
          
I believe that the focus of 
Music Together Within 
Therapy® on fostering a 
child's development 
matches my clinical 
decision-making processes.  
          
I believe the Music 
Together Within Therapy® 
approach supports the 
importance of 
simultaneously attending to 
the parent-child relationship 
and the needs of the 
individual parent and child 
as individuals. 
          
I believe that the Music 
Together Within Therapy® 
approach supports the 
collaborative working 
relationship between the 
adults. 
          
I believe that the Music 
Together Within Therapy® 
approach assists my clinical 
decision-making by creating 
opportunities for the parent 
and child to relate to each 
other. 
          
Other            
 
Q25 If you chose "Other," please describe below. 
 
This concludes the survey.  If you have any other statements you would like to make 
about your clinical decision-making processes that use the Music Together Within 
Therapy® approach with a parent-child dyad, please write them here. Thank you.
Vita 
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Name: Carol Ann Blank, PhD  
Address:  
Office: 225 Hopewell-Pennington Rd. 
Hopewell, NJ 08525 
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Telephone:  
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EDUCATION: 
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LICENSES and CERTIFICATIONS: 
Music Therapist Board-Certified, Certification Board for Music Therapists 
(*04759) 
Licensed Creative Arts Therapist, NY (000829) 
Licensed Professional Counselor, PA (PC002140) 
Music Together Within Therapy® provider 
Certification Level II, Music Together LLC 
Fellow, Association for Music and Imagery 
 
CLINICAL PRACTICE: 
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 Music Therapy Services of Central New Jersey LLC, 2004–present 
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 East Orange VA Medical Center, 1998–2000. Creative Arts Therapist 
 Northern New Jersey Alzheimer’s Association, 1999–2000. Music Therapist 
 The Evergreens, 1995–1998. Activities Director; Music Therapist  
 
 
PUBLICATIONS: 
Refereed: 
 Blank, C. A., Bodine, C., & Sloane, M. (2015). Music Together Within 
Therapy® for young children in resiliency-focused intervention: A feasibility 
study.  Princeton, NJ, Music Together LLC. 
  288 
 
 Kaimal, G. & Blank, C. A, (2015) Program evaluation: A doorway to 
research in the creative arts therapies.  Art Therapy: Journal of the American 
Art Therapy Association. 32 (2), 89-92.  
 Blank, C. A. (2015). Embedding music in the early childhood inclusion 
classroom: Contributions of Music Together Teachers. Imagine, 6 (1). 
Retrieved from http://issuu.com/ecmt_imagine/docs/imagine_6_1__9-1-
2015/1?e=1466273/15155770 
 Blank, C.A. (2015). Inclusive music making: A guide to finding welcoming 
community music experiences. The Wise Mom Magazine. 2015, 15-17. 
Retrieved from http://www.holisticmoms.org/category/news-events/the-wise-
mom-digital-magazine/ 
 Blank, C. A. (2013). Book review. [Review of the book , SAGE Handbook of 
Mixed Methods Research by A. Tashakkori & C. Teddlie (Eds.). Journal of 
Music Therapy, 50(4), 321-325.  
 Blank, C.A., Reuniting Families in Crisis through Music Therapy and Music 
Together – imagine, Fall 2011 
 
PRESENTATIONS: 
Refereed: 
 Knight, A. & Blank, C.A., Advancing Practices in Early Childhood Music 
Therapy, 3 Hour CMTE course at the American Music Therapy Association, 
November 9, 2016 
 Knight, A. & Blank, C.A., Working with Parents and Adult Caregivers in 
Early Childhood Music Therapy, American Music Therapy Association, 
November 13, 2016 
 Blank, C.A., Supporting Social Development in Children with Special Needs, 
Young Child Expo & Conference, April 14, 2016 
  289 
 
 Blank, C.A., Unpacking the Tacit Knowledge of Music Therapists Working 
with Parent-Child Dyads, Online Conference for Music Therapy, February 6, 
2016 
 Knight, A. & Blank, C.A., Early Childhood Music Therapy Practices: A 
Music Together® Approach, 5 Hour CMTE course at the American Music 
Therapy Association, November 12, 2015 & November 10, 2016 
 Blank, C.A.,  Embedding Music in the Early Childhood Inclusion Classroom, 
5Young Child Expo, April 22, 2015 
 Blank, C.A., Music Therapy with Parent-Child Dyads: Creativity in Clinical 
Decision Making, Southwestern Region Association for Music Therapy, 
March 28, 2015 & American Music Therapy Association, November 15, 2015 
 Blank, C.A., The Importance of Music and Movement for Infants and 
Toddlers with Special Needs, New England Region of the American Music 
Therapy Association,  2013 
 Blank, C.A., Music Play:  How Playing with Music Benefits the Development 
of the Whole Child (poster), Zero to Three, 2012 
 Blank, C.A., Continuum of Care:  Family Music Therapy in the Home, 
Hospital and Community , American Music Therapy Association,  2011 
 Blank, C.A., The Importance of Music and Movement for Infants and 
Toddlers with Special Needs, National Association for the Education of 
Young Children,  2011 
Non-Refereed: 
 Trested, J. & Blank, C.A., Adaptations for Children with Special Needs and 
Challenging Behaviors, Music Together Annual Conference, Princeton, NJ, 
May, 2016 
 Blank, C.A., Children with Special Needs: Research to Classroom, Music 
Together Annual Conference, Princeton, NJ, May, 2016 
 Blank, C.A., Supporting Social Development for Children with Special 
Needs, Music Together Annual Conference, Princeton, NJ, May, 2015 
  290 
 
 Blank, C.A., Music Activities to Support Social Development in the Early 
Childhood Inclusion Classroom. EdWeb, July 30, 2015.  Recorded: 
http://www.edweb.net/.5a2bb8cd/ 
 Blank, C.A., Research Update: Special Needs, Music Together Annual 
Conference, Princeton, NJ, 2013 
 Blank, C.A., Research Update: Special Needs, Music Together Annual 
Conference, Princeton, NJ,  2013 
 Blank, C.A., Clinical Rounds: Music Together Within Therapy®,  Music 
Together Annual Conference, Princeton, NJ, 2013 
 
PROFESSIONAL MEMBERSHIPS: 
American Music Therapy Association 
Council on Exceptional Children 
New Jersey Association for Music Therapy 
 
 
